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ABSTRACT
The purpose of this study was to explore Adlerian psychotherapists’ perspectives on
using psychodrama in the treatment of neurotic clients, its therapeutic value, and the
training requirements to implement a psychodramatic intervention. The study explored
whether and how the use of psychodrama affected therapists, clients, and the therapeutic
process. Forty-five Adlerian psychotherapists attended a single psychodrama workshop
designed to train them to implement a psychodramatic intervention previously used in a
pilot study. Following the workshop, 21 participants implemented the psychodramatic
intervention with 42 clients previously assessed as neurotic. Following the workshop and
implementation of the psychodramatic intervention, participants completed a survey
questionnaire that evaluated the intervention’s feasibility, effectiveness, and value.
Participants were interviewed about their experience. The qualitative data were analyzed
using inductive thematic analysis, revealing the psychodramatic intervention provided an
out-of-the ordinary experience and had a valuable therapeutic impact. Seven themes
emerged. Three themes characterized the nature of the intervention: (1) different
experience, (2) visualization, and (3) emotional expression; four described its value:
(4) discovering strengths, (5) insight, (6) behavioral change, and (7) therapeutic
relationship. The intervention was experienced as a unique and multifaceted experience
that illustrated the clients' unrealistic goals and the gap between their real and ideal-self,
eliciting strong emotions. Participants reported the intervention helped them to find
strengths in their clients, promoted cognitive and behavioral change, and strengthened the
therapeutic relationship. These findings not only support previous research on the
feasibility and value of using nonverbal methods in psychotherapy, they also contribute to
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the field of expressive arts therapies by deepening the understanding of the applications of
expressive methods in verbal psychotherapy. More research is needed to gain
understanding of using action methods in psychotherapy in general and in the treatment of
neurotic clients in particular.
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CHAPTER 1
Introduction
Clients usually seek psychotherapy to resolve emotional distress, which is frequently
connected to dysfunctional or avoidant behavior. According to their theoretical assumptions,
psychological schools of thought interpret the nature of mental distress and dysfunction
differently. These interpretations inform how the schools determine therapeutic goals and
methods to achieve those goals. This study explored the conceptualization and treatment of
persisting avoidant behavior accompanied by emotional distress, defined as neurosis from the
standpoint of Individual Psychology (IP). In addition, this study explored the value of
integrating psychodramatic techniques into Adlerian verbal psychotherapy.
According to IP (also called Adlerian psychology), neurosis is a self-guarding
mechanism an individual creates to maintain self-esteem. Neurosis has two components:
avoiding coping actively and usefully with life tasks such as work, love, and friendship
(Adler, 1938/2011) and creating neurotic symptoms. By avoiding coping with challenging
situations, the individual does not risk failure (failing to fulfill unrealistic goals of
perfection), and thus maintains an imaginary sense of superiority (“I would have succeeded if
I were not ill”). By creating a symptom, the individual maintains appearances of good
intentions without acting on the demands of social living and common sense (Adler, 1928,
1936, 1933/1964, 1927/2002; Adler, Paulin, & Kapusta, 2009; Adler & Wolfe, 1958;
Ansbacher & Ansbacher, 1956; Linden, 1993).
Adler believed the central clinical problem underlying all psychopathology originates
in the client’s “attitude toward the absolute logic of human co-existence” (Adler, 1927/2002,
p. x). He thought all neuroses were based in failure to understand and accept social and
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cosmic demands (Adler, 1927/2002). Adler regarded neurosis as the consequence of holding
mistaken ideas about self and life and of an underdeveloped social interest (SI), interest in
others and in society (Ansbacher & Ansbacher, 1956). Two mistaken ideas have particular
relevance for development of neurosis: perceiving oneself as inferior to others and setting a
compensatory personal ideal of superiority as a condition for feeling worth and belonging.
Once a person creates an ideal of perfection, he or she experiences inferiority feelings in
relation to the ideal, and not in relation to a realistic self and life perception (Ansbacher &
Ansbacher, 1956). Abramson (2015) identified five Adlerian pre-conditions for development
and maintenance of neurosis as the individual’s: (a) increased feeling of inferiority; (b)
unattainable goal of superiority; (c) underdeveloped SI; (d) unwillingness to invest the effort
needed to resolve the challenging situation; as well as (e) a challenging situation in which the
individual does not believe he or she can achieve his or her goal of superiority.
Individual Psychology’s conceptualization of neurosis differs from psychodynamic
psychotherapies (PDT), which primarily view neurotic symptoms as caused by intrapsychic
conflicts (Mitchell & Black, 1995; Scalia, 2006; Sugarman, 2007), and from the medical
model, which uses descriptive diagnosis (Wilson, 1993). According to PDT, the central
clinical problem underlying all psychopathology is the conflict between inner parts of the
mind. Specifically, neurotic symptoms are the consequence of the pressure exerted by
pathogenic repressed wishes, impulses, or memories (Bögels, Wijts, Oort, & Sallaerts, 2014;
Mitchell & Black, 1995). The PDTs saw neurotic symptoms as the consequence of an
internal, unconscious sexually based conflict between the ego and the id, early relational
problems, or trauma (Scalia, 2006; Sugarman, 2007).
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Freud and Adler saw neurosis as etiological and neurotic symptoms as the result of
something else—respectively, an underlying cause or a psychological goal. Both ascertained
that the basis of all neuroses is in defenses against anxieties—provoked by instinctual
(Horney, 1937; Townsend & Martin, 1983) or by social, biological, and cosmic demands
(Adler, 1927/2002). Thus, psychotherapy does not focus on alleviating symptoms. In PDT,
symptoms are seen as “symbolic manifestations that only became meaningful through
exploring the personal history of each individual” (Mayes & Horwitz, 2005, p. 249). In IP,
symptoms are seen as self-created arrangements that serve to maintain one’s self-esteem and
as socially accepted alibis or excuses to avoid participating, without rejection or punishment
(Linden, 1993). According to PDT, symptoms are destined to disappear when the client’s
intrapsychic conflicts are elucidated and resolved. According to IP, symptoms are destined
to disappear when the client’s cognitive mistakes are elucidated and updated, and when selfesteem, courage, and SI are enhanced. Neither IP nor PDT focuses on particular diagnoses;
the particular form a neurosis takes is not important to its understanding and treatment
(Adler, 1913/2003; Ansbacher & Ansbacher, 1956; Horney, 1937; Horwitz, 2002).
Despite structural resemblances between PDT and IP, the essence of their
explanations for neurosis differs completely. Freud (1967) placed the roots of neurosis in the
biological-sexual nature of humans and in sexual experiences or fantasies. Adler located the
roots of neurosis in the discrepancy between personal goals and social or cosmic demands.
The PDTs view avoidance as a consequence of distress and a secondary gain to a primary
suffering, whereas IP sees suffering as a secondary price to primary gains such as
maintaining the illusion of superiority, exemption from responsibility, receiving special care
and services, and revenge (Abramson, 2015). Adler (1938/2011) wrote, “Without doubt, the
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person concerned does suffer, but…he would rather put up with these nervous sufferings than
have his worthlessness disclosed” (p. 164). His understanding of gains in neurosis coincides
with Horney’s (1945) description of the neurotics’ needs, especially those of approval,
prestige, admiration, dependency, power, and achieving perfection, and avoiding failure.
The use of the term neurosis, with its respectively different meanings, remained alive
and relevant to psychoanalytical and Adlerian theories and practices through the present day
(Abramson, 2015; Scalia, 2006). However, the term neurosis was removed from the third
Diagnostic and Statistical Manual of Mental Disorders (DSM-III) and replaced by the term
common mental disorder (American Psychiatric Association, 1987). Contrary to IP and
PDT, the medical model classified mental disorders according to clusters of symptoms
(Horwitz, 2002; Wilson, 1993). Descriptive diagnosis replaced etiology, meaning that the
contexts in which neurotic symptoms and common mental disorders (CMDs) emerged
became irrelevant to their diagnosis and treatment (Horwitz & Wakefield, 2007). The
changes in the DSM-III were rooted in professional and ideological reasons, as well as in
political and economic interests (Mayes & Horwitz, 2005; van der Kolk, 2014). The
practical implication to diagnostic psychiatry is that the primary purpose of treatment became
the alleviation of symptoms, favoring pharmacological and behavioral orientations (Wilson,
1993). Current biological models seek the primary cause of mental diseases in genetic and
biochemical factors (Chatuverdi & Bhugra, 2007) and place “the pathological qualities of
psychological conditions in the physical properties of the brain, not in the symbolic systems
of the mind” (Horwitz, 2002, p. 3). Descriptive diagnosis brought forward a theory of
possession (having certain symptoms). On the other hand, IP is regarded as a teleological
theory of use that argues, “Individuals use symptoms to move toward fictional goals” (Lewis,
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2009, p. 161). The diagnostic paradigm promoted research designed to probe the
effectiveness of particular interventions in reducing specific symptoms and of short-term
therapies, which usually do not relate to the client’s whole personality, development (past
and future), or environment. In other words, the diagnostic shift marginalized many schools
of thought as health insurance companies began to fund only evidence-based treatments and
research conducted under the dominant medical-diagnostic paradigm (Mayes & Horwitz,
2005; Sennott, 2011; van der Kolk, 2014).
Since the term neurosis (and later, CMD) appeared, it was used to describe a mental
or medical condition of a particular person. Thus, its treatment, whether pharmacological or
psychological, had to be administered to a particular patient. Feminism and socioconstructivism critiqued the individual paradigm for the conceptualization and treatment of
CMDs, arguing the theory that neuroses are socially created diseases that manifest in
individuals. Van de Kolk (2014) said, “The brain is a cultural organ. Experience shapes the
brain” (p. 84).
Understanding neurosis as an unconscious, self-created arrangement that serves as an
excuse or alibi for failing to live up to one’s expectations and to avoid coping with life tasks
is exclusively Adlerian. Only the rational choice theory of neurosis developed by Rofé
(2008, 2010) claimed that clients “consciously and rationally choose a neurotic symptom as a
pathological coping mechanism” (Rofé, 2010, p. 186) created to deal with intolerable levels
of stress. However, while Adler saw this guarding mechanism as protecting the individual
against inferiority feelings, Rofé saw it as protecting the individual against psychosis.
Since IP’s origins in 1912, practitioners have worked with Adler’s model to assess
and treat neurosis. They accumulated vast clinical experience, yet the model has never been
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researched. Because IP interpretation differs from other approaches, it is important to
research its relevance to the complex but common phenomenon of avoidance. Studying IP’s
treatment of neurosis can be important for probing its effectiveness, as well as for claiming
recognition in the landscape of current psychotherapies.
Rationale of the Study
Following IP’s assumption that at the basis of neurosis are “fundamental basic
mistakes” (R. Dreikurs, 1967/1973, p. 11), the central goal of Adlerian psychotherapy is
cognitive change. Specifically, correcting the idea that one’s worth depends on fulfilling an
unattainable goal of superiority. In addition, Adlerian therapy aims to enhance the client’s
SI, self-esteem, and courage (Carlson, Watts, & Maniacci, 2006; R. Dreikurs 1967/1973).
The IP’s therapeutic methods include encouragement, psychoeducation, and reorientation, as
well as various cognitive and creative techniques (R. Dreikurs, 1967/1973). Similar to
current cognitive behavioral therapies (CBTs), IP assumes psychological disorders are
connected to irrational and maladaptive thoughts (Dobson & Dozois, 2009; Ellis, 1971;
Sperry, 1997; Watts & Critelli, 1997). Altering cognitive activity (thoughts, assumptions, or
interpretations) was thought to lead to emotional and behavioral change (Hollon, Stewart, &
Strunk, 2006).
Adler (1938/2011) thought “the cure [of neurosis] can only be effected by intellectual
means [emphasis added], by the patient’s growing insight into his mistake, by the
development of his social feeling” (p. 181). However, R. Dreikurs (1967/1973) pointed to
the limitation of using intellectual means as the only facilitator of change:
In the case of most patients, however, sooner or later we arrive at a situation
where the theoretical discussion of psychological problems fails to bring any
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further visible progress, irrespective of whether the situation of the patient has
been elucidated or not… In all these cases, rational explanations will not
suffice [emphasis added]. Other techniques must also be used to convince
them and to train them in a different orientation to life.…Presentation of ideas
and rationalization must be supplemented by vital experiences, by
psychological action…the treatment must become dramatic [emphasis added]
to jolt the patient out of the complacent security which he provided for
himself by using his illness as a protection from life. (pp. 24-25)
To enhance treatment efforts, many Adlerians incorporate different techniques into
their practices, some they had developed and others they had adapted from other theoretical
frameworks or modalities (Watts, Lewis, & Peluso 2009). The following examples are
theoretical papers or case studies. Examples of creative techniques and tools Adlerians use
include stories and literature as projective devices (Lingg & Kottman, 1991; O’Reilly &
Edgar, 1987), narrative techniques (Anderson, 1999; Daigneault, 1999; Disque & Bitter,
1998), metaphors (Eckstein & Sarnoff, 2007; Kopp, 1995; Mosak & Rasmussen, 2002;
Rasmussen, 1995; Slavik, 1999), humor (Mosak, 1987; Shaked, 2013), and sandtray/play
therapy (Bainum, Schneider, & Stone, 2006). Examples of cognitive-behavioral creative
techniques developed by Adlerians are “acting as if” techniques (Watts, 2003; Watts, Peluso,
& Lewis, 2005), context techniques (Wheeler, 1997; Wingett & Milliren, 2004), and the antisuggestion (Corsini, 1982; R. Dreikurs, 1967/1973). Adlerians have also used expressive
modalities such as art therapy (Cook, 1991; S. E. Dreikurs, 1986) or have adapted expressive
techniques to Adlerian practices (Shaked, 2015b; M. Strauch, 2007). The abundance of
creative techniques IP therapists use suggests that Adlerian therapists need vital, dramatic
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experiences to promote cognitive change. Psychodrama offers action techniques, especially
regarding neurosis, as Moreno’s psychodrama “is interpreted as the resolution of a person’s
wish to be God with the realization of being human” (Kraus, 1984, p. 47).
In a pilot study evaluating the experience and impact of a psychodramatic
intervention on participants assessed as neurotics by their therapists (Shaked, 2015a),
findings highlighted the therapeutic potential of psychodramatic interventions in treating
neurotic clients and showed that clients experienced psychodrama as valuable in promoting
cognitive, emotional, and behavioral change. The results inspired the present research, aimed
at exploring perceptions and experiences of Adlerian psychotherapists on the suitability and
value of integrating psychodramatic techniques into psychotherapy. Dramatic enactment is
“an intermediary stage between fantasy and reality . . . [that] can create a bridge between
human limitations and human aspirations, between who we are and who we hope to become”
(Emunah, 1994, p. 27). Adding a psychodramatic dimension to talking therapy could enable
clients to develop awareness and coping strategies experientially and assist in promoting
positive changes. This study was designed to probe whether and how psychodramatic
methods can create movement in the treatment of neurotic clients.
Statement of the Problem
My own and my colleagues’ professional experiences as Adlerian psychotherapists
and supervisors pointed out that very often, the treatment of neurotic clients stagnates. First,
it is difficult for both the therapist and the client to reveal and acknowledge the presence and
form of the client’s unrealistic goals, because what is seen and felt is the client’s sense of
inferiority or worthiness. Adler (1938/2011) said that clients “fear and tremble” just
suspecting the existence of their “sense of great personal worth, which is often only to be
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clearly seen in psychosis” (p. 173). Second, even if clients acknowledge their unrealistic
goals, they frequently resist updating their mistaken ideals of superiority and go on to create
realistic goals. Thus, despite understanding the dynamics of neurosis and its emotional and
practical prices, clients are usually reluctant to give up their unrealistic goals; thus, they
maintain the accompanying suffering of the neurotic symptoms. Paradoxically, keeping an
unrealistic ideal or goal safeguards the neurotic’s sense of worth via the fictive idea, “I could
have been something special, if only I had not had the symptoms.” Neurotic clients
experience accepting themselves as imperfect, equal human beings as instead being less,
being nobody (Shaked, 2014). R. Dreikurs (1967/1973) addressed the limitation of cognitive
elucidation of clients’ mistaken assumptions in creating emotional or behavioral change. I
designed this study to explore the possibility to create movement in the treatment of neurosis
by enacting personal goals, the perceived self in relation to the goals, and physical movement
between the real and the ideal or vice versa.
Purpose of the Study
The purpose of this study was to explore Adlerian psychotherapists’ perspectives on
using psychodrama in the treatment of neurotic clients, psychodrama’s therapeutic value, and
the training requirements for implementing psychodramatic interventions. The study
attempted to explore whether and how the use of psychodrama affected therapists, clients,
and the therapeutic process.
Research Question
The research question of the qualitative phase of this study was, “What are Adlerian
psychotherapists’ experiences and perspectives on the feasibility and value of using a
psychodramatic intervention in the treatment of neurotic clients?”
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The null hypothesis of the quantitative phase of this study was, “There is no
significant difference in the levels of confidence of using psychodrama in the treatment of
neurotic clients after the training program and implementation of the psychodramatic
intervention.”
Anticipated Contribution
The study attempted to inform Adlerian psychotherapists about the potential value of
using an expressive tool in the treatment of neurosis and to understand the training
requirements for using a specific psychodramatic intervention. Although Adlerian
practitioners believe in the holistic nature of human beings, psychotherapy usually focuses on
the clients’ cognitive recognition of mistaken perceptions, neglecting physical movement and
emotional expression. In psychodrama, insight and change occur through action and are
attributed to clients’ holistic experiences (sensory-motor expression, imagination, play,
projection, etc.), which go beyond partially verbalized representations of life situations
(Boria, 1989; Davies, 1976). Moreno (1946) believed that enacting life situations would
enable clients to enhance the spontaneity they needed to create a new response to old
situations (Blatner, 1997; Dayton, 1994; Hudgins, Drucker, & Metcalf, 2000). Providing
Adlerian psychotherapists with a psychodramatic tool could contribute to evaluate how and
to what extent expressive means can be necessary in verbal psychotherapy.
Definition of Terms
The following definitions are used throughout the research.
IP or Adlerian Psychology. Individual Psychology is a holistic philosophy and
theory of personality, psychopathology, and system of psychotherapy developed by Alfred
Adler (1870-1937). It assumes humans are socially motivated and life is movement directed
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toward fulfilling a guiding self-ideal. This movement happens holistically, as all psychic and
physic expressions strive in concert toward better adaptation to the environment and toward
overcoming, mastery, or perfection (Ansbacher & Ansbacher, 1956). Following one’s
subjective world picture, every individual creates his or her own definition of adaptation or
success, which eventually can be changed.
Psychodrama. Psychodrama is a method of psychotherapy developed by Jacob Levy
Moreno (1889-1974), which uses action and dramatic representation to explore and solve
clients’ problems (Starr, 1977). In psychodrama, the therapist-director guides the client to
explore meaningful themes in the present, past, and future to promote freer expression and
relationships resolution. The goal of psychodrama is to enhance spontaneity and creativity as
means of promoting emotional, cognitive, behavioral, and spiritual change. Change is
reached through emotional expression (sometimes culminating in catharsis), gaining insight,
and practicing new ways to relate to others and to life situations (Landy, 2008).
Neurosis. The term neurosis is attributed to the Scottish physician William Cullen.
In 1769, while constructing a classification of diseases, Cullen referred to neuroses as those
diseases related to a disorder of the nerves. Later, neuroses were redefined by Philippe Pinel
as related to “nerve diseases that do not have any demonstrable anatomical basis” (Køppe,
2009, p. 28). Neurosis was regarded as a transitory category that would be replaced with a
neurological, anatomical, or chemical explanation—once one was discovered. However, as a
solitary somatic basis for many types of neuroses such as depression and anxiety was not to
be found for more than a century, the treatment of neurosis was transferred from the field of
neurology to those of psychiatry and psychology (Beer, 1996; Køppe, 2009).
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Unrealistic goals. Adler used the terms elevated ambitions, Godlike ambitions,
pathological ambitions, and so forth to refer to unrealistic or neurotic goals. A goal is
unrealistic when (a) it is not feasible “given the realities of this world” (Adler, 1912/2003,
p. 107) or (b) there is a discrepancy between the goal and the actual capability or talent of the
person trying to reach it (Adler, 1912/2003), or the person is unwilling to invest the efforts
needed to achieving the goal (Abramson, 2015).
Theoretical Framework
IP is the theoretical framework for understanding neurosis, defined as the cooccurrence of avoidance and distress. Individual Psychology is a comprehensive theory of
human personality, whose ideas and methods have been effectively applied by thousands of
practitioners for more than a century. Mosak and Maniacci (2011) considered IP as a
culturally sensitive theory, used in many countries and across cultures.
Adler saw humans as unique, creative, resourceful, and whole. He focused more on
strengths and possibilities than on deficits (Watts, 2012) and saw avoidance and dysfunction
as signs of discouragement rather than illness (Watts, 2013). Individual Psychology is the
harbinger of humanistic, existentialistic, cognitive-behavioral, narrative, schema, and
positive theories and therapies. In addition, IP is the only teleological theory that accentuates
the importance of social connectedness and SI, and the idea of compensation in the form of
unrealistic goals. This unique perspective is worthy of attention and research.
In addition to IP, I rely on feminist and socio-constructivist theories to emphasize the
sociopolitical contexts of neuroses development. Feminist models view many CMDs as
responses to oppressive sociocultural systems that pathologize and stigmatize women, as well
as members of other social groups marginalized based on race, sexual orientation, age,
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ability, and intersections of these experiences (Sajnani, 2012a). Marecek and Hare-Mustin
(1991) stressed that from the beginning of psychology, diagnoses were designed and used as
political tools “for discrediting and punishing women who do not conform to men’s
interests” (p. 524). Sennott (2011) argued that diagnoses serve to justify discriminatory
policies as though they were based on objective biological facts. Eriksen and Kress (2008)
noted a greater prevalence of diagnoses among women, pointing to a masculine bias in
diagnostic practice, and argued that diagnoses of personality disorders reflect gender
socialization and not medical conditions. Adler emphasized psychosocial processes in the
creation and maintainance of neuroses. He believed that “the ‘primacy of man’ brings a
potentially serious disturbance into the psychological development and well-being of
women” (Chandler, 1991, p. 484). He pointed to the continuous male striving for superiority
and domination of women and their need to justify their dominance using so-called scientific
evidence of the biological inferiority of women (Ansbacher & Ansbacher, 1978). Feminists
connect psychological distress (conflict, frustration, and demoralization) to social inequities
and stereotyped role behaviors, claiming the personal is sociopolitical; thus, prevention of
and recovery from CMDs must include social and political change. Feminist therapies aim to
identify the social etiology of the client’s problems, which result from oppression by the
male-, white-, heterosexual-, young-, and able-dominant narrative. Individual cure is thought
to be achieved through empowerment, self-assertion, skill development, social support, and
the client’s engagement in social change (Sajnani, 2012a).
The central assumption of social constructivism in psychotherapy is that mental
illnesses cannot be separated from the cultural models that define them (Horney, 1937).
Marecek and Hare-Mustin (1991) argued that political, historical, social, economic, ethical,
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and moral issues are not separated from scientific ones. A cultural approach to psychological
distress would take into account clients’ cultural backgrounds that could provide alternative
explanations to CMDs and dysfunction. The diagnostic classification of mental illnesses
since the DSM- III (American Psychiatric Association, 1987) brought mental health
professionals to relate to CMDs as biomedical diseases of the brain, disconnected from the
sociocultural frameworks in which they arise. Because the brain is perceived as part of the
physical world, it is seen as “subject to laws of cause and effect rather than to cultural
frameworks of motives, actions, and meanings” (Horwitz, 2002, p. 4). Kirmayer (2012)
criticized evidence-based practice for using categories “to identify problems, measure
outcomes, and organize interventions [which] may not fit specific cultures well” (p. 251).
Van der Kolk (2014) added that diagnoses do not “takes into account the unusual talents that
many of our patients develop or the creative energies they have mustered to survive”
(p. 137).
Social constructivists call for a clear statement of the ideological aspects of
psychiatry. They point out the importance of considering cultural issues in diagnosis and
treatment, understanding clients’ cultural identities, beliefs, and values (Kress, Eriksen,
Rayle, & Ford, 2005), and recognizing that social relations and culture are central to human
experience (Christopher, Wendt, Marecek, & Goodman, 2014). Similar to the feminist
approach, social constructivists question, “who and what defines abnormal versus normal
behavior” (Kress et al., 2005, p. 98). The DSM’s (American Psychological Association,
2013) classification does not sufficiently address social and cultural problems that affect
individuals’ experiences, such as racism, stigma, and homophobia. Thus, the social
constructivism approach to diagnosis and treatment of CMDs includes critical cultural
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consciousness, as well as considering moral visions and psychological and behavioral
problems as related to sociocultural issues. Failing that, professionals would conceptualize
clients’ problems from an individual perspective, disregarding the impact of one’s social
oppression and inequity on distress as well as cultural diversity, thus contributing to the
stigmatization and marginalization of disadvantaged groups.
I found it important to acknowledge the sociocultural internalized demands that
influence the clients’ lifestyles and the goals they choose to pursue to find a place in the
world. According to feminist and socio-constructivist approaches, it is important to
understand the sociocultural context in which the individual grew and now operates and to
identify the sociocultural etiology of client problems, which are seen as the result of an
oppressive dominant narrative. The zeitgeist of individualism, competition, achievement, as
so forth must be addressed to help clients create their own identities and standards for selfappreciation.
Delimitations
I trained 45 participants, all Adlerian psychotherapists working in Israel. Participants
differed in years of practice (from 1 to 5, only three of them had more experience), but all
were trained in or worked as supervisors for the same program. Thus, I assumed their
consistent understanding of the central constructs of Adlerian theory and psychotherapy in
general, and regarding neurosis in particular.
Assumptions
I assumed participants understood the study language, purpose, and procedures and
they answered all questions honestly. Further, I assumed that I consciously experienced
myself in the research process, questioning and criticizing how I shaped research choices and
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efforts (Guba & Lincoln, 2005). I assumed I did not influence the participants to respond in
favor of my beliefs or assumptions. Finally, I assumed I used a methodology appropriate to
understand and explain my study.
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CHAPTER 2
Literature Review
In this chapter, I will introduce the basic tenets of IP, emphasizing concepts related to
neurosis, and I will review recent theory and research about the rationale and value of using
action methods in psychotherapy. I will outline the principles of psychodrama, research on
its practice in general, and relevant techniques in particular. I will review current theories
and research on perfectionism, self-discrepancy theory, and approach, avoidance, and goal
theory, which shed light on the Adlerian construct of neurosis. Lastly, I will integrate the
different areas of inquiry, presenting theoretical and practical possible contributions.
IP: Fundamental Assumptions
Individual Psychology is a comprehensive theory of human nature, personality,
psychopathology, and psychotherapy that has a pragmatic orientation (Allen, 1972;
Ansbacher, 1994; Ansbacher & Ansbacher, 1978). Adler (1982) looked at “the relationship
of the individual to the problems of the outside world” (p. 3) and developed his ideas over
four decades. Ansbacher & Ansbacher (1978) recognized three periods in Adler’s theoretical
development. The ideas presented in this review correspond to the last period of Adler’s life
(1918-1937) and especially to his last decade, in which he emphasized the concept of SI.
Following, specific assumptions of IP are presented, outlining relevant ideas and concepts for
understanding neurosis.
Humans are social beings. Adler believed that the primacy by which humans
function is social. He claimed that in order for humans to survive and prosper, the psyche—
“the mental organ”—must be equipped with the ability to connect, participate, and contribute
(Abramson, 2012). Adler’s ideas were strongly reinforced by researches on trauma. Van der
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Kolk (2014) stated that as humans, “we are profoundly social creatures; our lives consist of
finding our place within the community of human beings” (p. 110). Adler (1933/1964)
believed that “all problems with which we are confronted are of a social nature” (p. 89).
Having a place in the (social) world, feeling a sense of belonging, is identified as the
psychological universal goal of every individual (Ferguson, 1995/1999).
Social interest (SI). Gemeinschaftsgefühl, translated from German as social interest,
is a central pillar of IP. Adler (1933/1964) recognized the interdependence of the individual
and society. He defined SI as identification, a sense of oneness with the community; the
individual’s concern for community welfare and willingness and ability to make contact,
empathize, cooperate, and contribute to his or her fellow human beings. Adler characterized
SI as an innate potential that should be nurtured from early childhood. The more a child feels
belonging, the more likely his or her SI will develop. Adler regarded SI as the main criterion
for mental health and “the fundamental process by which the individual can fulfill his or her
true human potential” (Ferguson, 1995/1999, p. 6). Social interest is thought important to the
development of courage, self-confidence, and feelings of worth. Adler (1933/1964) wrote,
“All neuroses grow out of the psychic tension of an individual who is not socially well
prepared when he is confronted with a task which demands for its solution more social
interest than he is capable of” (p. 91).
Holism. The name of Adler’s school, IP, reflects his core idea of the indivisible,
holistic nature of personality (I. Strauch, 2003). Adler saw every physical or psychological
function as part of a Gestalt designed to fulfill a unitary purpose. Thoughts, feelings, body
functions, dreams, will, memory, actions, and so on work together to achieve a subjective
personal goal (Abramson, 2005). According to this principle, individuals do not have
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intrapsychic conflicts (i.e., conflicts between different parts of the psyche, for example
between the super ego and the id) as in Freudian thought. Every conflict an individual
experience is a conflict between mutually exclusive wants. That is, the conflict is in the realphysical world, and not in the individual’s psyche.
Teleology/Goal orientation. According to IP, all human activity is goal directed.
“Epistemologically, teleology is the view that the mind is governed by purposes, values,
interest and final goals” (K. Adler, 1970, p. 74). Each movement (psychical or physical) is
controlled by the psychological goal and is directed to its achievement. Even neurotic
symptoms are a means to move toward a fictional goal (Lewis, 2009). Adlerians thus look
for the purpose of a behavior rather than its causes. “While everyone’s universal goal is to
achieve a sense of belonging, worth and meaning, each individual creatively develops a
unique hierarchical system of operational goals meant to achieve this universal goal” (Adler,
1933/1964, pp. 31-32).
Vertical versus horizontal striving. Adler saw human life as continuous striving
from a perceived state of inferiority to a perceived state of mastery, overcoming, or
perfection. Lydia Sicher introduced vertical and horizontal planes as metaphors to describe
two different forms of striving (Sicher & Davidson, 1991). The vertical plane represents a
world picture in which life is like a scale one must climb; the horizontal plane represents a
world picture in which life is a cooperative endeavor among equals. Vertical striving
represents an individual’s personal endeavor for superiority, characterized by competition,
insecure or conditional self-worth, and anxiety about possible failure. Two groups of
“vertical strivers” include those who work hard to claim high and those who avoid climbing
altogether to avoid the risk of failing to reach the top. Many variables differentiate between
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active and passive (neurotic) vertical strivers: the nature of their goals (realistic versus
unrealistic), their degree of self-confidence and courage, their preparedness and willingness
to invest efforts, and their degree of SI (Abramson, 2005; 2012; Sicher & Davidson, 1991).
Adler (1972) ascertained that therapy means to “tear [clients] from the errors of [their]
wounded, whipped-up powerless striving for godlikeness, and win [them] from the
unshakable logic of human living together, for social interest” (pp. 26-27).
Goals and neurosis. The psychological goal of healthy individuals reflects the
human striving toward mastery in which perfection is a direction and not an end. Healthy
individuals actively approach reasonable goals that logically relate both to a positive and
realistic self-perception of talents and abilities and to social, biological, and cosmic
limitations. The origins of unhealthy striving are in accentuated feelings of inferiority. To
ameliorate the pain that inferiority feelings inflict, individuals create an overcompensating
goal of superiority (Abramson, 2015). Neurotics strive toward avoiding failure (defining
failure as being less than perfect). Thus, neuroses manifest unhealthy, socially useless
striving (Lewis, 2009).
The goals of neurotic individuals differ from those of non-neurotics in seven aspects:
1. Self-centeredness. Their goal is directed toward achieving self-assertion, security,
and status, and not to responding to the needs of the situation or others (Adler,
1938/2011; Ansbacher & Ansbacher, 1978);
2. Competitiveness. The neurotic aim focuses on personal superiority over others rather
than striving for overcoming difficulties and mastering new skills (Watts, 2012).
Thus, life is constant competition with rivals instead of constant cooperation with
equals;
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3. Unrealism. The neurotic’s goals are unrealistic either because no one can reach them
or because of the discrepancy between the goals and the neurotic’s personal talents
and abilities (Adler, 1912/2003);
4. Unwillingness to make the efforts needed to achieve the goals. Adler (1933/1964;
Ansbacher & Ansbacher, 1956) hypothesized that indulgence or pampering in early
childhood is the fertile ground on which neuroses grow and flourish. Neurosis
reveals unpreparedness for cooperation because the client “was trained to utilize the
services of others for the solution of his problems” (Adler, 1933/1964, p. 95);
5. Rigidity. The neurotic acts upon an all-or-nothing paradigm. “Performance must be
perfect or it is worthless” (Frost, Marten, Lahart, & Rosenblate, 1990, p. 451).
6. Withdrawal/avoidance. Setting goals usually motivates healthy people to move in the
direction of achieving them. However, neurotics move away from their goals,
keeping the comforting idea that, for example, “If I only could sleep, I could be the
first among the firsts” (Adler, 1933/1964, p. 94).
Subjectivity. Adler believed individuals create their own world picture according to
their subjective interpretation of life events and of problems they face, whether existential,
psychological, or practical (Ansbacher & Ansbacher, 1956). He coined the subjective
perception of an individual private logic, which can converge or diverge from the common
sense. Acting according to common sense means responding to life’s demands with positiverealistic self-esteem and courage, and in a socially useful manner (R. Dreikurs, 1991).
Freedom of choice. While recognizing genetic and upbringing influences, along
with biological and cosmic limitations, Adler believed that humans are innately creative and
exercise their power to choose who they will be and how to live their lives (Adler, 1992).
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Because the personal goal is a self-determined “cognitive event that represents choice and
decision” (Ferguson, 1995/1999, p. 3), it can be changed, modified, and elasticized. This can
be achieved, so Adler believed, in a therapeutic process. Cognitive change will eventually
generate an equivalent change in feelings and actions.
Life style (personality). Adler used the term life style (LS) to describe personality.
Being a cognitive psychologist, he believed that early in life children, out of their experiences
and impressions, “formulates” assumptions about themselves, others, and the world. The
child creates his or her interactive “law of movement, which dominates all his functions and
expressive movements and gives them direction” (Adler, 1978, p. 51). The subjective
answer to the question, “what do I need to do to experience a sense of belonging and worth,”
turns to be the unifying goal of the LS. All individuals’ movements are designed to reach
this goal. The LS thus, is the cognitive roadmap an individual use to find his or her way in
the world and “is the key to understand an individual’s movement, and the difficulties he or
she encounters in his or her way” (Abramson, 2012, p. 105). The LS represents “unity,
individuality, coherence, and stability of a person’s psychological functioning” (Ferguson,
1995/1999, p. 15). In neurosis, LS assumptions are inadequate for participating in social life.
They include unrealistic goals of perfection, and perceiving oneself as inferior to others and
in relation to a grandiose goal. Adler gave five main influencing factors in the creation of the
LS: the family constellation (i.e., birth order or the interval between sibling births, individual
and sibling gender, and sibling relationships), the family atmosphere (family values and
attitudes), the parents’ LSs (personalities), inferiority feeling, and the parents’ educational
approach (Abramson, 2012). Among educational approaches, Adler (1933/1964) thought
pampering and neglect most influenced the development of neurosis. Two additional
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influencing factors are inferiority feelings (with objective sources such as organ inferiority or
subjective evaluation such as being less than perfect) and the LSs of the parents. However,
Adler believed the creative power of the child to be the decisive force in the child’s invention
of his or her LS.
Psychodrama
In the mid-1930s, Jacob Levy Moreno (1889-1974) developed an experiential form of
therapy that integrates imagination and action with verbal expression and self-reflection
(Blatner, 1997; Dayton, 1994). Contrary to Freud and Adler, Moreno did not develop a
holistic theoretical model of personality. Psychodramatists filled this theoretical vacuum
with different schools of thought when approaching clinical practice (Boria, 1989;
Kellerman, 1992). Moreno (1946) saw humans as “creative agents” (p. 10) and emphasized
imagination, spontaneity, and creativity as essential for mental health. For him, the cause of
individual, as well as social disturbances was a deficit in spontaneity: “the readiness and
ability to meet new situations adequately and old ones with a new vitality” (Starr, 1977,
p. 28). He developed action methods, believing enacting unsolved problems or unfinished
business (past, present, or future; real or imagined) in a flexible and supportive setting
enabled clients to enhance the spontaneity needed to create new responses to old situations
(Blatner, 1997; Dayton, 1994; Hudgins et al., 2000). Moreno believed in the power of
catharsis, in which he saw not only a form of emotional release, but a culminating point that
can generate “the vision of a new universe and the capability of a new growth” (Moreno,
1946, p. 16). Following an insight, the client can meet a situation “freed from the restricting
stereotyped residues of past experience” (Davies, 1976, p. 203).
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Change in psychodrama. Similar to IP, “change” in psychodrama means change in
attitudes and behavior. Psychodrama assumes a spontaneous person will accept
responsibility to fulfill his or her “potential for a positive-constructive living” (Davies, 1976,
p. 204). Thus, as in IP, psychodramatic theory assumes a connection between spontaneity
and social responsibility (Kraus, 1984). Moreno suggested “that the health of the person is
proportional to his or her relationship to the group” (Carnabucci & Anderson, 2012, p. 35).
In psychodrama, insight and change are attributed to the client’s holistic experience, which
goes beyond verbalized representations of life situations (Boria, 1989; Davies, 1976).
Psychodrama methods include enactment of roles through role-playing, role reversal,
doubling (externalization of the protagonist’s inner thoughts), and mirroring (Kellerman,
1992; Kipper & Ritchie, 2003; Landy, 2008). Participants act as auxiliary egos, enacting the
protagonist’s (i.e., the client of a specific psychodrama) significant others (Dayton, 1994).
At the core of psychodrama lies role play and role reversal— “Putting ourselves in the shoes
of others, increasing understanding and empathy, and not only seeing but experiencing the
world from a perspective outside of our own” (Emunah, 1994, p. 20).
In addition, structured techniques such as soliloquy (a verbalization of inner thoughts
and feelings), the social atom (a map of social relations), the empty chair, and playing
clients’ wishful thinking scenarios, or surplus reality, were developed (Dayton, 1994).
Psychodramatic action does not necessarily require verbal elucidation or cognitive processing
(Davies, 1976; Starr, 1977). The actual interaction enables phenomenological immediacy of
the social situation.
Research on the effectiveness of psychodramatic expressive interventions.
Therapeutic effectiveness is hard to assess, given that multiple uncontrollable variables can
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affect clinical progress. Furthermore, improvement means different things to different
people, including therapists and clients. Although psychodramatists have published multiple
reports and case studies based on their professional experiences, they conducted few
empirical research studies (Kipper, 1978; Kipper & Hundal, 2003). In a comprehensive
search on PsycINFO for relevant studies published from 1946 to 2015 on the effectiveness of
psychodramatic techniques, not a single study directed its attention to clients’ goals or
fantasies in psychodrama. This is a little puzzling, since Moreno’s psychodrama “is
interpreted as the resolution of a person’s wish to be God with the realization of being
human” (Kraus, 1984, p. 47). Moreno placed a balcony in his theater for playing God and
exploring grandeur fantasies. He named psychodrama (following an early memory of
playing God and falling) a therapy for fallen Gods (Kraus, 1984).
Kipper and Ritchie (2003) conducted a meta-analysis of 25 psychodrama
experimental studies published in peer-reviewed journals. The majority of these studies
researched the effectiveness of a single psychodramatic technique such as doubling or role
reversal, whereas the rest aimed at determining the effectiveness of using multiple
psychodramatic techniques. The researchers found the 25 studies generated 281 unique
effects related to their dependent measures (combined sample of n = 1,325; M = 53, and
SD = 40.95). The total average adjusted Cohen’s d coefficient for all studies under
investigation, 0.95 (SD = 0.69), was significantly different from zero, (t(280) = 23.20,
p < .01) at the 99% confidence interval (LL = 0.847; UL = 1.061) (p. 18). They concluded
that the results suggested the occurrence of a moderate to large size improvement effect. The
authors stressed the limitations of the study, primarily because the 25 studies were dispersed
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along three decades. The researchers were not able to include many other studies due to
partial information or problematic designs.
Rezaeian, Mazumdar, and Sen (1997) conducted a clinical study on the effectiveness
of psychodrama in treating depressed patients (N= 54), showing psychodrama was more
effective than psychiatric treatment in changing attitudes. Only one other study pointed to
decreased depression following psychodrama treatment (Karabilgin, Gökengin, Doğaner, &
Gökengin, 2012).
Research was also done on the effectiveness of psychodrama combined with CBT,
showing possible compatibility of the two approaches. Avrahami (2003) presented the
rationale for using psychodrama with the rational emotional behavioral therapy approach
through a case example. Boury, Treadwell, and Kumar (2001) conducted a study (N = 40)
designed to evaluate change in the number of core beliefs, automatic thoughts, moods, and
alleviation of depression using psychodrama and CBT. The authors did not isolate which
intervention was especially effective, but the findings pointed to compatibility of CBT and
psychodrama. Hamamci (2002) conducted a study (N = 31) to comparing the effects of
psychodrama integrated with CBT and cognitive behavioral group therapy alone in the
treatment of depression. The findings showed no difference in effectiveness between CBT
and CBT-plus-psychodrama treatments used
Karataş and Gökçakan (2009) conducted a quasi-experimental study (N = 36)
comparing CBT to psychodrama in terms of effectiveness in reducing adolescent aggression.
The aggression was measured using the Turkish translation of an aggression scale, and
administered as a pre- and post-test. The findings showed both interventions to be effective,
with CBT more effective than psychodrama in reducing total aggression. Reviewing
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research on emotional expression, Berry and Pennebaker (1993) indicated “immediate
reductions in autonomic nervous system activity” (p. 11) occur when appropriately
expressing emotions, either verbally or nonverbally. Reduced activity was found to improve
clients’ subjective wellbeing, as well as physical health and immune system. This could
mean that integrating talking with action methods could increase therapeutic benefit for
clients.
In a mixed methods study (N = 17) to investigate the process of resolving painful
emotional experiences through psychodrama in seven psychodrama enactments, McVea,
Gow, and Lowe (2011) identified six meta-processes that led to a positive resolution and
improvement in interpersonal functioning. These processes were: (1) readiness to engage in
the therapeutic process; (2) therapeutic events; (3) re-experiencing with insight; (4) activating
resourcefulness; (5) social atom repair with emotional release; and (6) integration. In another
study to investigate psychodrama participants’ perception of therapeutic factors (N = 40),
Kellerman (1987) found that participants rated emotional abreaction and interpersonal
relationship as the most helpful components of the therapeutic process. Contrarily, control
group participants (N = 42) expected nonspecific healing aids (such as suggestion,
expectancy, or cognitive dissonance) would have the greatest therapeutic impact. The study,
despite its problematic methodology (including that the control group was asked to speculate
based on their imagination of the intervention), suggests practitioners put too much weight on
specific techniques.
This short review showed that even though psychodrama is almost 70 years old and
widely practiced, research on its underlying assumptions—as well as the effectiveness of
different techniques—is rather scarce, and there remains much to be explored.

40

Psychodrama and IP
Both IP and psychodrama present therapeutic philosophies with deep humanistic
values (Emunah, 1994). Like Adler, Moreno (1946) believed life is a continuous striving
toward perfection and completion in which a person is a creator “growing, fermenting,
actively forming, imperfect being” (p. 32). However, contrary to Adler—who regarded
superiority goals as selfish, unrealistic fantasies that should be adjusted by developing SI—
Moreno thought people should not inhibit their infinite creativity or give up on living a
spontaneous and creative life. Although Moreno saw spontaneity as crucial to developing
both freedom and responsibility (Blatner, 1988), he did not differentiate between personally
and socially oriented goals (Adler, 1938/2011). Accordingly, psychodrama aims to help
individuals put “every fantasy into action so that a world of choice can be created in reality”
(Kraus, 1984, p. 64). Moreno saw the culmination of psychodrama in reversing roles with
God, in the “psychodramatic embodiment of the divinity within ourselves” (Emunah, 1994,
p. 20). Both IP and psychodrama aim at cognitive and behavioral change. Both are directive
treatments: the director/therapist structures the therapeutic situation.
These two methods differ in conceptualization of what leads to cognitive change and
in therapeutic methods used. Whereas action, emotional expression, and catharsis are central
to psychodrama, Adlerian practitioners—who aim at cognitive recognition of mistaken
perceptions—neglected them. Adeline Starr, an Adlerian psychodramatists, wrote, “Since
personality is expressed in terms of interaction and in relation to a specific situation, it
becomes clear that psychodramatic activity advances the therapeutic process… The patient
perceives the presence and purpose of his behavior” (Starr, 1977, p. 4). Activity, vital to
psychodrama, can be useful also in Adlerian psychotherapy. Adlerians have integrated
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psychodrama into their practices (Dushman & Bressler, 1991; Shaked, 2015b; Starr, 1977;
Starr & Weisz; 1989), but not yet conducted research on Adlerian Psychodrama.
Research Related to IP Conceptualization of Neurosis
Following the revolution of descriptive psychiatry and the demands of health
authorities and insurance companies, research has focused on probing the effectiveness of
psychotherapeutic and pharmacological interventions in treating specific CMDs, trying to
create scientific evidence-based practice. However, research conducted under the paradigm
of psychiatry (based on the study of symptoms and behavior rather than underlying
psychodynamic processes) is irrelevant for probing the effectiveness of treating neurosis
using etiological or holistic approaches—which could reveal risk factors underlying various
disorders. Classification of CMDs according to symptoms continues to be controversial and
criticized. For example, following his study on comorbidity, Krueger (1999) focused on
“underlying core psychopathological processes” (p. 921), arguing that CMDs are not separate
entities.
In the next section, I will review research related to the main components of neurosis
according to IP—perfectionism as a form of unrealistic goals, goals in general, avoidance,
and self-discrepancy theory.
Perfectionism
The quest for research on the relation between unrealistic goals and avoidance led me
to studies on one particular form of setting elevated goals—perfectionism. Aiming high is
considered a desirable trait in western societies (Judge & Kammeyer-Mueller, 2012).
However, positive/normal and negative/neurotic forms of perfectionism were distinguished
(Bieling, Israeli, & Antony, 2004; Frost, Heimberg, Holt, Mattia, & Neubauer, 1993;
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Hamachek, 1978; Kottman & Ashby, 1999). The definition of negative perfectionism
included rigid ideals of perfection, setting unrealistic goals, being overly self-critical and
concerned about mistakes, a sense of worthlessness or failure when elevated goals are not
met, avoidance/procrastination, indecisiveness, problems in relationships, and preoccupation
with details and order (American Psychological Association, 2013; Bieling et al., 2004; Frost
et al., 1990).
Perfectionism and neuroses/CMDs. Various studies found perfectionism to be a
common concern in a wide range of psychological disorders (Shafran & Mansell, 2001;
Weiner & Carton, 2012). Perfectionism was identified as a maintaining factor in depression
(Blatt, 1995; Flett, Hewitt, Blankstein, & Gray, 1998), eating disorders (Shafran, Cooper, &
Fairburn, 2002), obsessive-compulsive disorders (OCD; Frost et al., 1990), and anxiety
disorders (Frost, Novara, & Rhéaume, 2002). Reviewing the extended body of evidence
implicating perfectionism in the risk and maintenance factors of various psychopathologies,
Egan, Wade, and Shafran (2011) theorized that perfectionism could be considered a
transdiagnostic factor. To support this hypothesis, they reviewed 60 empirical studies: 18
dealt with eating disorders and 17 with depression (six of which showed evidence of a strong
association between perfectionism and suicidal ideation and behavior). Nineteen studies
found robust evidence for associating perfectionism with anxiety disorders, and six showed a
correlation between perfectionism and personality disorders. The authors did not conduct a
meta-analysis. However, they claimed to have found sufficient evidence to support their
assumption and consider perfectionism a transdiagnostic process; namely, one that explains
the co-occurrence of disorders and negatively affects treatment outcomes. The implications
of this conclusion for prevention and treatment could be important, suggesting that
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perfectionism should be assessed and addressed at an early treatment stage. This conclusion
was later supported by Hewitt, Caelian, Chen, and Flett (2014), whose findings on the
relationship of perfectionism with suicidal ideation and behavior stated, “Any model
assessing suicide potential among adolescents in clinical settings should consider not only
levels of hopelessness and depression, but also levels of socially prescribed perfectionism
and stress” (p. 671)
Perfectionism and IP. Theory and research on perfectionism supported the idea that
elevated goals are set to (over)compensate for “a deep-seated sense of inferiority”
(Hamachek, 1978, p. 29). However, Hamachek’s explanation for the extreme magnitude of
the goal was altogether different. He argued that the individual compensates for the lack of
external standards. Thus, setting unrealistic internal standards is a way to secure approval by
meeting anybody’s standards. In spite of this, like Adler, Hamachek also saw avoidance as a
way to avoid failure. He outlined the perfectionists’ need to save face by hiding behind their
potential worth without actually putting it to the test. Dysfunctional perfectionists may
avoid/procrastinate tasks in which they risk not fulfilling their standards (Frost et al., 1990).
Further research is needed to explore the differences between coping and avoidant
perfectionists. Adler hypothesized that neurotic clients would refuse to give up unrealistic
goals to preserve a sense of superiority. Ashby, Slaney, Noble, Gnilka, and Rice (2012)
supported Adler’s idea. Their study showed that the majority of undergraduate student
participants (N = 36) were reluctant to give up perfectionism despite the distress it brought
them.
There seems to be consensus among theorists and researchers that the roots of
perfectionism lie in severe parental demands, accompanied by criticism, disapproval, or
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inconsistent approval (Hamachek, 1978; Shafran & Mansell, 2001). According to IP,
neurosis necessarily includes both high standards and avoidance. Parental demands and
criticism can explain why an individual would feel that being less than perfect is unworthy;
however, they do not explain avoidance, as many perfectionists strive vigorously to achieve
high standards. Adler’s explanation of parental influence on avoidance includes pampering
(understood by Adler as putting children in the center of attention and doing for them what
they can do for themselves), which might hamper children’s willingness or ability to make an
effort (Adler, 1933/1964; Ansbacher & Ansbacher, 1956).
According to IP, perfectionism is one form of unrealistic goals, which can be the wish
to be or feel superior in moral values, being special, being loved or appreciated by everyone,
being different, or even being the worst—anything but average or normal. Despite this
limitation, the body of research reviewed on perfectionism supported the idea that
exaggerated ambitions are at the basis of (all) neuroses.
Perfectionism and inferiority feelings. Ashby and Kottman (1996) administered
two instruments to participants (N = 123): The Almost Perfect Scale-Revised (APSR;
Slaney, 1995 as cited in Ashby and Kottman, 1996), which measures aspects of
perfectionism (including what is considered normal and neurotic), and the Comparative
Feeling of Inferiority Index (CFII). A multivariate analysis of variance (MANOVA) on four
subscales of the APSR (anxiety, procrastination, intimacy, and order) and the CFII revealed
statistically significant differences between normal and neurotic perfectionists (F = 3.34;
p < .05). Subsequent analysis of variance (ANOVA) revealed statistically significant
differences between the groups on inferiority feelings as measured by the CFII (F = 5.33;
p < .05); and on the APSR subscales of intimacy (F = 5.5; p < .05), anxiety (F = 7.87;
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p < .01), and procrastination (F = 6.55; p < .05). No significant difference was found
between the groups on the APSR order subscale. These results supported the hypothesis that
neurotic perfectionists experience significantly more feelings of inferiority than do normal
perfectionists, and thus supported Adler’s assumption that the level of inferiority feelings is a
primary difference between normal and neurotic striving for perfection.
Perfectionism and social interest (SI). Kottman and Ashby (1999) designed a study
to investigate the relationship between perfectionism and SI (N = 259). The authors
hypothesized there would be a statistically significant difference between levels of SI in
nonperfectionists (high level) and adaptive and maladaptive perfectionists (low level).
However, the results did not support their hypothesis. The researchers questioned the
validity of the Social Interest Scale, which did not differentiate well enough between
attitudes of SI and actual behavior. They also hypothesized that, “in their attempts to look
perfect in every area of life” (p. 181), perfectionists possibly select socially desirable traits.
More research has to be done to explore the relationship between perfectionism and SI, due
to the methodological weakness of this study.
Self-Discrepancy Theory
Rogers (1959) saw the discrepancy between an individual’s self-perception (real self)
and ideal self (who he or she wishes to be) or “ought self” (who he or she should be) as the
source of negative affect and psychological distress (Bak, 2014). According to selfdiscrepancy theory (Higgins, 1987), wellbeing depends, among other things, on the
congruence between an individual’s actual and ideal selves (Hardin & Larsen, 2014).
Watson, Bryan, and Thrash (2010) found both the real-ideal discrepancy (RI) and the realought (RO) discrepancies are predispositions to anxiety and depression. Change in the RI
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discrepancy changes depression (Strauman et al., 2001). Rogers theorized that effective
therapy culminates in personality change, which necessarily includes reducing the gap
between the RI and RO self. Thus, reducing discrepancy between the RI self is thought to be
the ultimate measure of psychotherapy outcome (Bak, 2014; Watson, Bryan, & Thrash,
2010).
Watson, Bryan, and Thrash (2014) used a large sample and numerous variables to
research three questions. The first was if change in self-discrepancy (RI or RO) related to
changes in anxiety and depression; the second, if change in the RI discrepancy would reduce
the RO discrepancy; and the third, how RI and RO change. The last question was designed
to probe Rogers’ assumption that “when the RI discrepancy decreases, the real self becomes
more congruent with the ideal self and the ideal self becomes more realistic and achievable”
(p. 526). Ten instruments were designed to measure RI discrepancy, RO discrepancy,
depression, and anxiety. These instruments were administered to 99 clients before and after
experiencing therapy with 20 therapists working according to four theoretical orientations
(integrative, interpersonal, cognitive/CBT, and eclectic). The results supported previous
research. They showed changes in RI and RO discrepancies were significantly associated
with changes in anxiety and depression. They also showed a strong correlation between
changes in RI and RO independent of the therapist’s theoretical approach. Specifically,
when RI and RO decreased, clients showed significant movement from the real self toward
the ideal or ought self and a lesser, yet still significant, movement of the ideal or ought self
toward the real self. Improvement in their self-evaluation co-occurred with their improved
evaluation of other’s perceptions of them.
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Hardin and Larsen (2014) designed four studies to explore differences between two
distinct forms of low-level self-discrepancy: having the traits one wants (ideal selfactualization) and wanting the traits one has (actual self-regard). They found that people
who want to be who they are showed more satisfaction with life and more positive affect;
were actively involved in self-growth and change; and had a sense of purpose and fewer
depressive symptoms. The authors claimed that actual self-regard “is a precursor, not a
consequence, of subjective wellbeing, and that does not simply reflect the extent to which
normatively desirable traits are available in the actual self” (p. 223).
Zhang, Kong, Gao, and Li (2013) researched the relationship between failure to
achieve personal aspirations and suicide. According to the Strain Theory of Suicide, one
psychological strain that precedes suicidal mental-disorders and behavior is the discrepancy
between aspirations and reality. The authors conducted a psychological autopsy
(interviewing one relative and one friend of the deceased) of 392 people who died from
suicide (n = 178 females; n = 214 males) between 15 years and 34 years of age. In the
control condition, they interviewed one relative and one friend of the same number of people
chosen from a census database of three representative rural counties in China. Two questions
addressed aspirations and possible failure achieving them: “What was the biggest wish the
target person may have had,” and “whether the aspiration was realized by the target person
either before the death (for suicides) or prior to the interview (for controls)” (p. 245). The
authors coded the aspirations according to Maslow’s theory of human needs. They measured
major depression using the Hamilton Depression Rating Scale and calculated the relationship
between failure in realizing aspirations and depression. The results showed that 94.6% of the
deceased and 78.4% of the control group had failed aspirations. Suicidal individuals
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“particularly failed to realize their social belonging aspiration” (p. 246). The study found,
“in the comprehensive model predicting the risk of mental disorder and suicide, failed
aspirations…is the strongest correlate of mental disorder and suicidal behavior” (p. 247).
The strengths of this study were its large and random sample, and methods grounded in
theory (such as the psychological autopsy). However, it portrayed no clear conceptualization
of “aspirations,” and the subjective gap between aspirations and reality, especially when
interviewing relatives and friends, was difficult to measure. The study did not provide an
explanation of how psychological strains lead to mental disorders or what intermediate
factors could exist between the presence of mental disorders and suicide. In addition,
cultural aspects influencing aspirations and feelings of failure—and their connection to
suicide—were not addressed. Measuring the relationship between aspirations and perceived
achievement in clients with suicidal tendencies compared to controls is required.
Research on self-discrepancy theory and IP. Within the framework of selfdiscrepancy theory, no attention was directed to whether the ideal self could be actualized.
Unlike research on perfectionism, no distinction between positive/functional and
negative/dysfunctional/neurotic self-discrepancies was made. Self-discrepancy theory
regards ideal and ought standards as motivational (Higgins, 1997), arguing that cognitive
structures of positive selves serve as incentives for behavior (Bak, 2014). Seeing RI/RO gaps
as motivational assumes that striving to actualize the ideal self is natural, functional, and
positive. This echoes Adler’s basic perception of human life as a continuous active striving
toward self-actualization (Ansbacher & Ansbaher, 1956).
In accordance with IP, research showed that a decrease in the RI/RO gap is a common
positive outcome of any effective therapy (Gibbons et al., 2009; Strauman et al., 2001;
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Watson et al., 2010, 2014). Higgins (1997) claimed, “Self-discrepancy theory potentially
provides a single, unified framework for understanding the functional consequences of
different kinds of therapeutic approaches—what they do and do not accomplish” (p. 336).
Zhang et al. (2013) suggested that “lowering a patient’s unrealistic aspiration can be part of
the psychological strains reduction strategies in cognitive therapies” (p. 243).
Higgins (1997) theorized that standards of ideal selves are rooted in parental
expectations and in painful experiences of negative interactions (criticism or rejection) when
parental expectations were not met. He thought that clients refuse to give up elevated ideals
because of their connection to early experiences and connected the concept of ideal selves
with the human basic need to belong. Zhang et al. (2013) recognized that ethical issues
related to lowering aspirations to reduce strain need to be discussed and researched.
Self-discrepancy theory and avoidance. The distinction between active/passive
striving has not yet been explored. Bak (2014) referred to the possibility that a high RI/RO
discrepancy might reduce the motivation to approach a positive goal. Higgins (1997) saw
underachievement as affected by individuals’ emotional reactions to their performances. He
concluded that low achievers judge their performance in relationship to their ideal/ought
standards, whereas high achievers use more points of reference and compare their
performance not only to their own standards, but also to past performances and to the average
performance.
Self-discrepancy theory and SI. Social interest has not been addressed as a
parameter in self-discrepancy theory. However, following four empirical studies, Hardin and
Larsen (2014) referred to the connection between SI and wellbeing. They concluded that
individuals can find happiness by increasing actual self-regard (wanting to be who they are).
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At the same time, they warned about hazards of people valuing who they are while
maintaining undesirable traits such as selfishness. The authors explained that although
valuing oneself can lead to a temporary sense of wellbeing, it also could hamper achievement
of long-term goals such as having meaningful social relations. They wrote that their findings
“fortunately…provide little evidence that people achieve Actual Self Regard and find
wellbeing by valuing their normatively undesirable traits” (p. 224). This statement supported
Adler’s (1938/2011) emphasis on SI as a crucial criterion for mental health and wellbeing.
Higgins (1997) reported that both CBT and PDT work to lower the level of the ideal self or
change the client’s subjective perception of the relevance of a self-guide “by leading clients
to question its fairness, legitimacy, reasonableness, or utility” (p. 336). Fairness, legitimacy,
reasonableness, and utility are definitely criteria of SI, according to Adler.
Avoidant Personality Disorder (AVPD)
According to the DSM-5 (American Psychological Association, 2013), avoidance is
diagnosed as a personality disorder when it includes “a pervasive pattern of social inhibition,
feelings of inadequacy, and hypersensitivity to negative evaluation” (p. 672). Thus, AVPD
describes individuals who avoid involvement in social or occupational activities because they
fear criticism, shame, ridicule, disapproval, rejection, or embarrassment.
Avoidant individuals can see themselves as “socially inept, personally unappealing,
or inferior to others” (American Psychological Association, 2013, p. 673). They tend to be
cautious about self-exposure and oversensitive to criticism, disapproval, and their own hurt
feelings. They are inclined to overestimate potential dangers and somatic symptoms, using
them to justify avoidant behavior.
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According to the DSM-5, AVPD clients “may fantasize about idealized relationships
with others” (American Psychological Association, 2013, p. 674). For these AVPD clients,
functioning is possible only in an environment in which assurance and unconditional
acceptance are secure. In addition, the DSM-5 points to co-occurrence of AVPD with CMDs
such as depression and anxiety (especially social phobia and agoraphobia) and with
borderline, paranoid, schizoid, or schizotypal personality disorders.
AVPD and IP. Adlerians understand any mental and physical movement as
teleological. Avoidance is a strategy to elude failure, which is felt as humiliation. The
etiology of this strategy comprehends inferiority feelings, unrealistic goals, low SI, and
pampering, all components of AVPD according to the DSM classification.
Approach and avoidance. Approach and avoidance, essential dispositions for
survival and adaptive functioning in the world, are defined as energization of behavior
toward positive stimuli or away from negative stimuli, respectively (Elliot & Murayama,
2008). Lewin (1935) proposed that motivation to approach or avoid depends on the positive
or negative valences of the stimuli. Elliot and Murayama (2008) regarded valences
(including likability, desirability, and favorability) as “the conceptual core of the approachavoidance distinction” (p. 8).
Approach and avoidance were viewed as personality temperaments (Elliot & Thrash,
2010) that “produce immediate affective, cognitive, and behavioral inclinations in response
to encountered or imagined stimuli, and they orient individuals in a consistent fashion across
domains and situations” (p. 868). They defined temperaments as biological- and socialrooted predispositions that reflect stable fundamental dimensions of personality. Approach
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and avoidance temperaments can be seen as “the core ‘reactive’ aspect of personality”
(p. 896), which influences perception, affect, and behavioral inclinations.
Approach-avoidance and IP. As mentioned earlier, approach and avoidance are
rooted in the basic human movement to seek pleasure (broadly including success,
competence, autonomy, etc.) and avoid pain (including failure, incompetence, etc.). Elliot
and Covington (2001) cited Bentham (1779/1879, p. 1), who believed pain and pleasure
governs humans “in all we do, in all we say, in all we think” (cited in Elliot & Covington,
2001, p. 74). Bentham pointed to a holistic and teleological view, hypothesizing, like Adler,
the existence of a unifying goal or law of movement. Bentham believed seeking pleasure and
avoiding pain are universal goals. For Adler, the central human motivational goal is to find a
place in society (Ferguson, 1995/1999): what individual interpret as pain depends on their
subjective attribution of their place and worth in the world, and whether they approach
success or avoid failure depends on their self-esteem, courage, and SI. Based on self-worth
theory, De Castella, Byrne, and Covington (2013) postulated that “the search for selfacceptance is the highest human priority [emphasis added] and that this need can give rise
both to a fear of failure and to an orientation to approach success” (p. 862).
In line with IP assumptions, Elliot and Thrash (2010) recognized behavior is often the
outcome of goal pursuit, which provides the direction for movement. Thus, because of the
“flexible and creative self-regulatory repertoire (e.g., gratification delay, impulse control,
goal setting)” (Elliot & Covington, 2001, p. 80), an individual may act intentionally against
his or her temperamental tendencies. This supports Adler’s principles of teleology and
freedom of choice.

53

Goal Theory
Goal-based theories focus on the desired-end states toward which individual striving
is directed. Moskowitz and Grant (2009) postulated that goals—consciously or not—direct,
energize, and maintain behavior over time and are the reason for one’s action. Relaying on
Adler’s (1933/1964) statement, “We cannot think, feel, will, or act without the perception of
some goal” (p. 3), Moskowitz and Grant (2009) claimed, “Goals are the ‘guides’ that direct
all human responding . . . the most basic element of control” (p. 1). For that reason, the goal
construct allows “the prediction and explanation of whole patterns of cognition, affect, and
behavior” (p. 1). Elliott and Dweck (1988) regarded goals as “central determinants of
achievement” (p. 5). To create a comprehensive framework for understanding goals, Molden
& Dweck (2000) integrated theories involving goals, approach-avoidance, self-worth, and
attribution motivations.
Approach-avoidance and goals. According to Elliot and Niesta (2009), goals are
“cognitive representations of a future object that an organism is committed to approach or
avoid” (p. 58). Whether an individual approaches or avoids a possibility depends on the
positive or negative valences of the possibility on one hand (Elliot & Murayama, 2008) and
the perceived self-competence of the individual on the other hand (Law, Murayama, & Elliot,
2012).
Avoidance goals. As seen in the DSM-5 definition of AVPD (American
Psychological Association, 2013), avoidant individuals are motivated to evade humiliation or
shame. This indicates the importance of the sense of self-worth and self-competence to the
phenomenon of avoiding. Molden and Dweck (2000) thought goal theory should focus on
the meaning individuals give to their goals and to their failure to reach them. People

54

diagnosed with AVPD have a distorted perception of reality. They overemphasize danger
and hurt, and attribute great importance to evaluation, failure, and self-worth. Although
AVPD is a diagnosis for individuals’ radical avoidance, the same goal (safety) and the same
strategy (avoidance) operate behind any form or size of avoidance.
Approach goals. Approaching goals reflect active striving based on the individual’s
sense of self-competence. However, the sense of self-competence might change as a result of
failure. In that case, would an active striver become avoidant? The answer likely depends on
the attribution the individual gives to failure (Diener & Dweck, 1978; 1980). Dweck (1986)
discerned between two goal-approaching motivations: mastery/learning and
performance/achievement, depending on the individual’s definition of competence.
Individuals setting mastery goals aim to learn and develop competence, whereas individuals
setting achievement goals aim to display competence relative to others. A significant
difference is found between mastery- and performance-oriented individuals facing failure:
Mastery, or learning, achievers tend to attribute their failure to low skill training, interpret it
as useful feedback, maintain positive affect, and develop mastery-oriented responses to
failure (Diener & Dweck, 1978; 1980; Elliott & Dweck, 1988). However, performance
achievers experience negative affect and develop helplessness responses (Molden & Dweck,
2000).
Among people with approach strategies, performance-oriented individuals are at risk
of avoiding future challenges following failure, interpreted as a demonstration of permanent
incompetence. Law, Murayama, and Elliot (2012) conducted four studies in which they
found that students who approach achievement goals tend also to avoid those goals,
depending on their perceived competence. They found that confidence in their skills and
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abilities to achieve the goal moderated their choice to approach or avoid the performance
goals. Using different methods and measurements, the researchers demonstrated the
correlation between approaching and avoiding performance goals is lower when perceived
competence is high. They also found that mastery goals have positive influence on
outcomes, regardless of perceived competence levels.
Goal meaning and outcome attributions. It can be concluded so far, that the
meaning individuals give to a goal (learning/performing), attribute to failure (measure of
acquirable skill/fixed competence), and how they perceive self-competence can predict their
tendency to approach or avoid goals, as well as when they might switch from approach into
avoidance after experiencing failure. Another decisive attribution related to approaching or
avoiding goals is the way individuals interpret the nature of ability. Dweck (2006)
differentiated between two theories or mindsets about ability: that ability is a fixed quality
that can be proved (fixed mindset) and that ability is a changeable quality that can be
developed through training and learning (growth mindset). People with fixed mindsets do
not believe in the utility of efforts (Diener & Dweck, 1978; Dweck, 2006). They avoid
learning opportunities when they perceive a threat of failure, many times using handicapping
strategies designed to justify poor performance. This seems to affect their wellbeing. Diener
and Dweck (1978) found that students with fixed mindsets had high levels of depression.
Goal theory and IP. Approach-avoidance and goal theories recognize two main
factors influencing the choice to approach or avoid a goal: the meaning the individual gives
to the goal and to failure, and his or her perceived self-competence. Individual psychology
adds two factors: the degree to which the individual was trained to make efforts and his or
her degree of SI. Performance and mastery goals (Dweck, 1986) were also called ego and
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task goals, respectively. These terms indicate two different foci toward which an individual
may direct and invest energy: toward oneself or others. Molden and Dweck (2000)
recognized that when individuals are free from self-worth concerns, their desire to learn
increases and their efforts are directed toward achieving desired goals. However, in the
frame of a fixed mindset, efforts are seen as something only no capable people must do
(Dweck, 2006), offering IP an alternative explanation beyond indulgence or pampering by
parents in early childhood. That is, some individuals may not invest in efforts because they
see making the efforts as degrading. When avoiding, a person is preoccupied with
safeguarding his or her self-worth. It can be valuable to research if an individual’s SI degree
moderates approaching and avoiding goals.
Achievement/mastery goals versus vertical/horizontal striving. Dweck’s (1986)
fundamental distinction between performance/ego and learning/task goals correlates with
Sicher’s metaphor of vertical and horizontal planes for competitive/cooperative striving
respectively (Sicher & Davidson, 1991). According to IP, there are two types of
performance achievers: neurotics and non-neurotics. Non-neurotics will approach achieving
elevated goals by investing efforts, and neurotics will avoid risking failure and find excuses
for not succeeding as they think they should have. Dweck (2006) asserted, “The idea of
trying and still failing—of leaving yourself without excuses—is the worst fear within the
fixed mindset” (p. 42). The choice between active and passive striving depends on the
feasibility of the goal (neurotics set unrealistic goals), the individual’s degree of courage and
SI, and their willingness to work hard.
Approach-avoidance or goal theories did not discern between attainable and
unattainable goals (for example, between being a competent professional and being the best
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professional ever). Nevertheless, Dweck (2006) referred to exaggerated goals when she
wrote that people with a fixed success mindset try to prove they are special, superior begins,
and their scariest thought is “the possibility of being ordinary” (p. 30). It would be of worth
to research whether avoiding or approaching performance goals is connected with the nature
of the goals.
Horizontal striving corresponds to mastery goals, in which a person sets goals and
attempts to develop/acquire ability (Molden & Dweck, 2000). People who are not
preoccupied with their self-worth are occupied finding solutions to problems and learning
from life experiences. Dweck (2006) saw this type of striving as the process of becoming,
and said that, sadly, a fixed performance mindset “does not allow people the luxury of
becoming. They have to already be” (p. 28).
Summary
In this review I presented the basic tenets of IP and psychodrama, emphasizing
possible mutual contributions. In addition, I set out to study the theory and research done on
constructs representing central components of neurosis according to IP: perfectionism, selfdiscrepancy, approach-avoidance, and goal theory.
Individual psychology offered a holistic framework for understanding the cooccurrence of avoidance and distress, defined as neurosis. Rooted in the vertical structure of
Western society, inferiority feelings often lead individuals to set compensatorily elevated
goals. The difference between active strivers and avoidants lies in the nature of the goals
(relistic versus unrealistic), their self-esteem, SI, and readiness to make efforts to achieve
their goals.
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In this review I showed that several Adlerian original ideas are missing from current
conceptualization and treatment of neurosis/CMDs. The first is that avoidance is not the
byproduct or consequence of having neurotic symptoms, but the central component of the
neurotic guarding mechanism. The idea implies that reducing symptoms will not lead to
better functioning unless the real problems—inferiority feelings contrasted with unrealistic
goals, discouragement, lack of sufficient SI, and lack of readiness to invest efforts—are
adressed in therapy.
The second Adlerian idea is acknowledging the presence of unrealistic goals in the
neurosis setup. Despite the fact that almost all therapists deal with CMDs and avoidant
behavior in their practice, it seems only professionals who are knowlegable of theory and
research in the field of perfectionism are aware of the presence of unrealistic ambitions and
the need to address them in the therapeutic process (Hewitt, Caelian, Chen, & Flett, 2014).
The third overlooked idea is the connection between underdeveloped SI and CMDs.
Van der Kolk (2014) found that “almost all mental suffering involves trouble in creating
workable and satisfying relationships” (p. 78). Creating significant relationships is essential
for mental health, recovery, and wellbeing, and involves taking interest in others—an
underdeveloped attitude and skill in neurotics. Although hostility was included in the
definition of neuroticism, and shyness and overpreocupation with oneself as characteristic of
AVPD (American Psychological Association, 2013), enhancing SI—a central therapeutic
goal in Adlerian psychotherapy—is not a specific goal in other therapeutic approaches that
usually focus on the individual’s inner world. Positive psychology outlined the connection
between altruism and wellbeing, although not specifically in regard to neurosis (Batson,
Ahmad, Lishner, & Tsang, 2005; Seligman, 2005).
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The fourth Adlerian idea overlooked by theory and research on CMDs and related
constructs is the client’s unwillingness or unpreparedness to invest efforts to achieve the
goal. This, Adler thought, resulted from pampering in childhood. Most researchers focused
on other ways parents influence perfectionism or self-discrepancy, such as overambition and
criticism. There exists no available research on the influence of overindulgence and
pampering on the development of CMDs, beside the fact that behind a nonfunctioning client
there is always a provider. The possible damage of overindulgence can be important in
parent education, as a means to promote mental health.
As part of the persistent critique on the diagnostic classification of symptoms,
Hopwood et al. (2013) outlined “the failure to account for common dimensions underlying
diverse symptoms [emphasis added]” (p. 269). This review supported and broadened extant
criticism on descriptive diagnosis and proposed that the etiological aspects of CMDs are still
relevant and necessary to understand and treat clients, especially if healing and selfactualization—and not only reducing symptoms—were the vision of psychology. This
review showed that unrealistic goals, underdeveloped SI, and pampering can be such
common dimensions.
The present review of the literature pointed to extremely scarce research on Adlerian
theory in general and on Adlerian theory of neurosis in particular. The research outside IP on
different components of neurosis, such as elevated goals, avoidance, and their connection to
CMDs, supported some of Adler’s ideas. For instance, research on perfectionism and selfdiscrepancy showed a strong connection between elevated goals or RI and RO with CMDs
and with avoidance. However, these approaches reviewed above view CMDs as
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consequences of whatever clients experience as failure and subsequently lowers self-esteem,
and not as a mechanism to justify failure and socially unacceptable behavior.
The review suggested that using action methods offers an alternative or
complementary way to gain insight. Psychodramatic foundations and interventions need
further research. According to Boria (1989), psychodrama lacks a strong theoretical
framework. He considered the theoretical structure of psychodrama a “skeleton of a body
still to be built” (p. 166). Over time, psychodynamic frameworks that practitioners adopted
to justify the value of their work filled the lack of a strong theoretical foundation (Johnson,
1998). It would seem that the “full body” of IP’s theoretical framework could similarly or
alternatively provide rationale for psychodramatic and expressive interventions. Some work
in this direction has already been conducted (Dushman & Bressler, 1991; Shaked, 2015b;
Starr & Weisz; 1989).
Both IP and psychodrama need further research to probe both assumptions and the
effectiveness of methods and techniques. Following this, integrating psychodramatic
interventions into the IP theoretical framework, and practice into the psychodramatic
theoretical grounding, may mutually enrich both philosophies and practices. This is the aim
of the present study.
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CHAPTER 3
Methods
The intent of this two-phase, sequential mixed-methods study was to explore Adlerian
psychotherapists’ perspectives on the applicability and value of using psychodrama in the
treatment of neurotic clients. I invited Adlerian psychotherapists to participate in a one-day
experiential workshop in which I trained them to implement a specific psychodramatic
intervention in their practice. At the end of the workshop, participants completed an
evaluative questionnaire. I asked participants to implement the intervention with at least two
clients and, after each, complete a questionnaire on their experiences and perceptions of its
applicability and value. After they implemented all planned interventions, I interviewed with
each participant to explore in depth their personal accounts and perspectives.
Research Questions
The research questions of this study were, “What are Adlerian psychotherapists’
experiences and perspectives on the feasibility and value of using a psychodramatic
intervention in the treatment of neurotic clients, and does their confidence in using this novel
intervention increase after training and implementation?”
Research Paradigm
I chose a mixed-methods design to gain understanding of the research question from
both the “numeric trends of quantitative research and the detail of qualitative research”
(Creswell, 2009, p. 121). Mixed methods could elicit complementary information and forms
of representation and enable data triangulation, which may enrich the research conclusions
and enhance the legitimation (Onwuegbuzie & Johnson, 2006), credibility, and
generalizability of the findings (Hesse-Biber, 2010).
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Following Hesse-Biber (2010), the study centered the qualitative approach in a
mixed-methods design. I designed the qualitative questions and interviews to elicit rich
descriptions of the participants’ subjective perspectives (Denzin & Lincoln, 2005). In
addition, I designed the quantitative questionnaires to probe whether participants' level of
confidence to use the intervention changed after implementing the interventions.
The design of this qualitative study has a constructivist-interpretive epistemology that
assumes subjective, and thus multiple, realities and meanings to the research questions
(Denzin & Lincoln, 2005). Following Creswell (2009), the study attempted to give voice to
the participants’ views and enable them to construct meaning while interacting with the
psychodramatic world (Denzin & Lincoln, 2005). The constructivist goal was to reach
multiple meanings and understand complex, multifaceted experiences. According to
Moustakas’s definition of transcendental phenomenology (in Creswell, 2013), the focus was
on the participants’ description of their experiences rather than my interpretations. I
collected qualitative data through questionnaires and semi-structured interviews and analyzed
it using inductive thematic analysis (Braun & Clarke, 2006). Using a mixed-methods
approach allowed complementary integration between deep understanding of the
participants’ experiences and possible statistical validation of the results (Hesse-Biber, 2010).
Participants
The sampling for the study consisted of nonprobability, purposive sampling
(Creswell, 2014). Participants (N = 45) were Adlerian-certified psychotherapists working
with adults in Israel. The study required no other participation criteria, such as years of
practice, previous experience with expressive therapies, gender, family status, sexual
orientation, race, or religion. Because there is only one professional school of Adlerian
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psychotherapy in Israel, all participants studied at the same three-year post-graduate
program, and three of them were supervisors in the program. All the Adlerian
psychotherapists invited to participate were former students or colleagues of mine.
Recruitment
Recruiting participants for the research involved sending an invitation letter
(Appendix A) via email to Adlerian-certified psychotherapists in the Israeli Professional
School of Adlerian Psychotherapy network. All Adlerian psychotherapists in Israel
(83 graduates and 14 supervisors) are registered in this network. A second email, personally
styled, was sent to those who did not reply to the first invitation.
The invitation explained the study purpose and possible value to the fields of
Adlerian and expressive therapies and outlined participation requirements. It emphasized the
advantage of receiving a training workshop at no cost. To create a sense of belonging, I
invited participants to share impressions and suggestions and receive progress and results
updates. To overcome regional distances, I provided the possibility to complete the
questionnaires online and conduct interviews by telephone or Skype.
Procedure
The study included the following sequential phases, which are illustrated in Figure 1:
1. Participants completed and signed the informed consent form (Appendix B) and
demographic questionnaire, which included their initial perspectives on using
psychodrama in their practice, and levels of confidence to use the intervention
(Appendix C). They then participated in a six-hour training workshop
(Appendix D) and completed the workshop evaluation form (Appendix E).
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2. Participants implemented the intervention with selected clients and completed a
questionnaire after each intervention (Appendix F).
3. I conducted a semi-structured interview (Appendix G) with each participant after
the planned interventions.

PHASE I
• TRAINING WORKSHOPS (N = 45; 5 workshops)
PHASE II
• IMPLEMENTING SESSIONS (N = 21; 42 interventions)
PHASE III

• INTERVIEWS (N = 20)
Figure 1. Schematic representation of the three-phase research procedure

Research Phases
Training. Participants participated in a six-hour psychodrama-training workshop
(Appendix D) that I delivered. Based on my professional experience as teacher, I thought the
length of the workshop was sufficient for acquiring basic skills to implement the
intervention. In addition, I expected the one-day training to enhance the interest of potential
participants and prevent dropouts. I conducted the same workshop five times to allow
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schedule flexibility and work in small groups of therapists each time (13, 10, 11, 5, and
8 participants, respectively). I had designed the psychodramatic intervention (Appendix H)
for a pilot study (Shaked, 2015a) and adapted it for psychotherapists who are not
psychodramatists to implement in one therapeutic session.
The purpose of the workshop was to train Adlerian psychotherapists to implement the
psychodramatic intervention. The workshop training objectives were:


To understand the conceptualization of neurosis according to Adler.



To understand the rationale for using a psychodramatic intervention in the
treatment of neurotic clients.



To acquire basic skills on psychodrama.



To enhance participants’ courage and spontaneity.



To learn to apply the intervention.



To raise questions and outline resources and obstacles related to the
implementation of the intervention.

Because most participants lacked prior experience with psychodrama, the training
included a short theoretical explanation and used experiential techniques to enhance
spontaneity and creativity (warm-up techniques). In addition, I taught three basic
techniques—the double, role reversal, and playback, and then demonstrated the intervention
with one participant. Following, working in couples, all therapists experienced the
intervention themselves and practiced implementing it with another participant. The
workshop closure included sharing impressions, thoughts, and feelings, followed by
theoretical processing and a question-and-answer session. I encouraged participants to ask
questions and identify possible difficulties and obstacles that might hinder implementing the
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intervention, as well as resources and opportunities that may improve or assist
implementation. Following the workshop, participants were expected to understand the
rationale of using psychodrama in the treatment of neurotic clients and be able to implement
the intervention as learned.
Evaluation. Each participant completed an evaluative feedback form, and had the
opportunity to add suggestions for future trainings (Appendix E).
Psychodramatic intervention. After the training workshop, participants implemented
the psychodramatic intervention with clients previously assessed as neurotic. I gave
participants a detailed protocol (Appendix H) that included all instructions and steps to
follow. The session protocol was implemented during the workshop and practiced in
couples. Participants were asked to adhere to the protocol during the intervention, using it as
a baseline when creating the psychodramatic scenes. The intervention was a therapeutic
session dedicated to exploring the client’s internalized expectations, goals, perceived self,
and the possible movement between them through psychodrama. The session started with
the participants giving their clients a verbal introduction to reduce anxiety and create the
session setting. Then, participants invited clients to stand up and move around, to help both
participants and clients differentiate the session from other sessions, create familiarity with
movement, and enhance spontaneity (warm-up, in psychodramatic jargon). Then, the client
was invited to enact four scenes: (a) significant others/society-perceived expectations;
(b) how life should be; (c) how life is; (d) possible movement between the real and the ideal.
The session ended with verbal sharing and debriefing. Scenes were played using the
psychodramatic methods of role-playing and role reversal, auxiliary egos such as the double
and mirroring (Moreno, 1946), and acting out clients’ subjective perception of wishful-
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thinking scenarios (Dayton, 1994). During and after each session, participants were invited
to reflect on and interact with their enactments (making changes, re-enacting, etc.).
Participants reversed roles with significant others the clients had introduced in their
psychodramas (Kellerman, 1992; Kipper & Ritchie, 2003). After enacting the different
scenes, participants asked their clients’ permission to play back the scenes to them and
allowed them to contemplate how they had presented and acted themselves (Salas, 2009).
The rationale for offering these specific scenes was both theoretical and practical. I
designed these enactments combining Adlerian theory with feminist and socio-constructivist
perspectives. The first scene was to enact a scene or picture of perceived significant
others/society/culture/religious expectations. I designed it to acknowledge internalized
sociocultural demands that influenced the client’s lifestyle and the goals he or she chose to
pursue to find a place in the world. According to feminist and socio-constructivist
approaches, it is important to understand the sociocultural context in which the individual
grew and operates and to identify the social etiology of the client’s problems—, which are
seen as the result of an oppressive dominant narrative. The zeitgeist of individualism,
competition, achievement, and so forth must be addressed to help clients create their own
identities and standards for appreciation.
The other three scenes were grounded in IP, which postulates that compensative
unrealistic goals, as well as an inevitable gap between the ideal and the perceived self, are
always found in neurosis. The individual interprets this gap as failure and as such feels a
sense of inferiority. In the second scene, clients were asked to imagine a future vision of
themselves when they fulfilled their goals, enacting “how life/whom I should be.” The client
enacted the scene and the participant played it back. The purpose of this scene was to elicit
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awareness of unrealistic goals, because neurotic clients are usually not aware of having
elevated, godlike goals (Ansbacher & Ansbacher, 1956). When the personal goal is one of
superiority or perfection, the neurotic experiences any actual scenario as not good enough. In
the third scene, “how life is/who I am,” clients were asked to choose a picture or anecdote
that represented their life and themselves at that particular time. Enacting such a scene could
help clients acknowledge the positive sides of their lives. The fourth and last scene,
“contemplating the present and future and deciding what to do now,” was meant to create
movement because the treatment of a neurotic client sometimes reaches a dead end.
Participants placed two chairs in two opposite corners of the room. One chair represented
“how I/life should be” and the other represented “how life is,” as enacted in previous scenes.
Then, they invited their clients to reflect on their goals and self-perception and asked, “What
would like to do?” Or just, “What now?” Clients enacted scenes of movement, obstacles,
feelings, and integration, and then the participants played them back. The intervention ended
with a brief conversation to give an opportunity to share insights or feelings and debrief the
session if necessary. The rationale for enacting the goals before the perceived self-relied on
the concept of mental contrasting—contrasting the present to a desired future more
effectively achieves goals than does contrasting the future to the present (Goleman, Boyatzis,
& McKee, 2002; Oettingen & Stephens, 2009). The detailed intervention protocol learned in
the training workshop is exhibited in Appendix H.

Quantitative study. Following each psychodramatic intervention, I asked
participants to complete a survey questionnaire (Appendix F) that evaluated their perceptions
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of the intervention feasibility and value. Participants completed the questionnaires and sent
them directly to me by email or fax.
Qualitative study. The post-implementation questionnaire included open-ended
questions that expanded and clarified participants’ perspectives. In addition, I interviewed
20 (95%) of 21 participants who applied the intervention to gain understanding on their
experiences (one was not available due a long vacation). The interview provided the
opportunity to clarify information from the questionnaires, receive feedback, and elicit ideas
about future research. I conducted all interviews through telecommunication (telephone or
Skype). I recorded and transcribed the interviews, and sent the transcriptions to participants
for member checking. In addition, I used peer debriefing to analyze the questionnaires and
interviews qualitatively. An Adlerian psychotherapist and associate professor in applied
linguistics read a sample of the data and conducted an independent thematic analysis. We
then compared and integrated the analyses
Data Collection
Participants submitted the demographic questionnaire (Appendix C) prior to the
training workshop and completed a printed version of the training evaluation questionnaire
(Appendix E) at the end of the workshop. Participants completed the psychodrama
evaluation questionnaire (Appendix F) after each intervention. After completing the
implementation phase, I held an in-depth interview (Appendix H) with each participant.

Demographic/professional questionnaire . The purpose of this questionnaire
(Appendix C) was to describe the sample and gather personal and professional information,
including participants’ previous experience with expressive therapies and initial attitudes
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toward implementing psychodrama in their practices. The questionnaire included five
Likert-type scale questions. For each question, participants were asked to choose one of five
possible answers (from 1-strongly disagree to 5-strongly agree) that best described their
opinions. Additionally, the questionnaire included four open-ended questions designed to
address participants’ personal and professional experiences and perspectives. The
questionnaire included contact information for sending the interview transcripts for member
checking and sharing the research results. Table 1 displays participants’ demographic
information.
Training evaluation questionnaire. At the end of the training workshop,
participants completed a questionnaire (Appendix E) designed to evaluate the effectiveness
of the workshop and provide insight for designing future training programs. The
questionnaire addressed the extent to which the training objectives were accomplished,
training strengths and weaknesses, and participant satisfaction. The questionnaire included
13 Likert-type scale questions and open-ended questions. For each, participants were asked
to choose one of five possibilities (from 1-strongly disagree to 5-strongly agree) that best
described their opinions. Additionally, the questionnaire included five open-ended questions
designed to address participants’ personal and professional experiences and perspectives.
Faculty of the Adler Institute of Israel developed the questionnaire to evaluate training
programs, and I adapted it for this specific training.
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Table 1. Participant Demographic Information
Age
Gender
Female
Male
Years of experience
as therapists
as Adlerian therapists
Education in expressive therapies
Visual arts
Drama
Psychodrama
Bibliotherapy
Use of expressive therapies in
Adlerian clinical practice*
Visual arts
Drama/psychodrama
Dance/movement
Background in arts*
Music
Writing
Dance
Visual arts
Drama
Photography
Use of alternative means (other
than talk) in their clinical practice*
Therapeutic cards
Guided imagery
NLP
Imago
Metaphor therapy
Storytelling
Writing
Mindfulness/meditation

n
45

M
50.67

Range
33-69

44
1
45
45

%

97.8
2.2
9.73
2.95

1-25
1-15

1
2
3
1

2.2
4.4
6.6
2.2

12
6
5
1
20
3
2
2
8
4
1
25

26.4
13.2
11.0
2.2
44.0
6.6
4.4
4.4
17.6
8.8
2.2
55.0

6
8
2
1
3
1
2
2

13.2
17.6
4.4
2.2
6.6
2.2
4.4
4.4

Note: N = 45; *Some participants fell into more than one category.
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Psychodrama intervention questionnaire. After implementing each
psychodramatic intervention, participants completed a questionnaire (Appendix F) designed
to evaluate the intervention and uncover their perspectives on the use of psychodrama in the
treatment of neurotic clients. Nemesh (2016) developed the questionnaire, and I adapted it
specifically for this research. The questionnaire included 22 Likert-type scale questions. For
each, participants were asked to choose one of five possibilities (from 1-strongly disagree to
5-strongly agree) that best described their opinions about the feasibility and value of the
intervention and their personal and professional experiences. Additionally, the questionnaire
included 10 open-ended questions to elicit qualitative information about participants’
personal experiences, their evaluation of the intervention, and recommendations for future
implementation, training, and research.
Interviews. I interviewed almost all (97.8%) participants after they notified me they
had applied the intervention with all clients they intended. The interviews lasted between
20 and 30 minutes. The purpose of the interview was to clarify data from the questionnaires
and gain additional insight into their experiences and perspectives on the applicability and
value of the intervention, and about future applications of the intervention (Creswell, 2008).
The interviews consisted of a conversation based on the following broad explorative
questions (Appendix G):


What was the experience like for you?



Can you remember any feelings or thoughts during the research?



Has the experience touched you in any way? If so, how?



How does psychodrama differ from what you regularly do in therapy?
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Has the experience made a difference in your life personally or professionally? In
what way?



Can you tell me if and how the psychodramatic sessions affected the client?



Do you think there was any impact of the psychodramatic sessions on the
therapeutic process? If so, please describe it.

Data Analysis
The research included quantitative and qualitative data.
Quantitative data. Inferential statistics tracked changes in Adlerian
psychotherapists’ confidence to apply the psychodramatic intervention: before training, and
after applying the intervention. I used SPSS software to analyze the quantitative data (i.e.,
demographic, workshop evaluation, and intervention evaluation questionnaires). The
analysis included descriptive statistics to calculate the data (mean, standard deviation, and
range).
To track changes in participants’ attitudes and confidence, I compared the results of
one item repeated in three phases of the study using inferential statistics (pre- and posttraining and post-implementation questionnaires): “To what extent I feel confident to apply
the psychodramatic intervention?”
Qualitative data. Qualitative data included the open-ended questions from the
questionnaires (Appendices C, E, and F) and interviews (Appendix G). Following the
study’s purpose to explore participant experiences with the training and with implementing a
psychodramatic intervention with neurotic clients, I conducted an analysis grounded in
constructivism. I coded and analyzed the data using inductive thematic analysis (Braun &
Clarke, 2006), a method for “identifying, analyzing, and reporting patterns (themes) within
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data” (p. 79). I initially analyzed and interpreted the quantitative and qualitative data
separately, and then compared and integrated them. Using NVivo software, I inductively
analyzed the interviews to find themes regarding participants’ experiences and perspectives
of the phenomenon. The inductive thematic analysis included the following steps (Braun &
Clarke, 2006; Forinash & Grocke, 2005):
1. I read the session evaluations questionnaires and interview transcripts to become
familiar with the data, obtain a general sense of the phenomenon, and generate initial
codes and ideas.
2. I read the data two more times and coded the transcripts by selecting as many
significant sentences and statements as possible.
3. I grouped the codes and their respective texts to create potential themes and
subthemes, gathering all relevant data into each theme.
4. I defined, named, and reviewed multiple times the themes and subthemes to create a
coherent and holistic view of the data and generate a “thematic map of the analysis”
(Braun & Clarke, 2006, p. 98).
5. I chose statements from the raw data to clarify and illustrate each theme.
6. Another professional read a sample of the data and conducted an independent
analysis. I discussed the analysis with her until we agreed on the themes.
Integrative analysis. I compared and integrated the results from the quantitative and
qualitative data analyses for each phase of the study according to the “explanatory design
analysis” of mixed methods (Creswell, 2009) giving priority to the qualitative information
(Creswell, 2013). In addition, I gleaned research conclusions from both methods, enhancing
the research credibility and validity.
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Personal Bias and Ethical Considerations
I used peer debriefing to reduce bias and member checking to increase the validity of
the results. A peer read all the qualitative items of the intervention evaluation and a sample
(25%) of interview transcripts and conducted an independent qualitative analysis of the data.
We then compared analyses and exchanged ideas until we agreed that the analysis accurately
represented the data. An external audit, doctoral level music therapist, evaluated the
methodology and data analysis.
Reflexivity. My interest in the research was professional and stemmed from my
experience of stagnation in treating many clients defined as neurotic according to the
Adlerian conceptualization. I aimed to explore the experience and impact of an expressive
holistic intervention. According to the phenomenological tradition, I consciously
experienced myself in the research process, questioning and criticizing how I shaped research
choices and efforts (Guba & Lincoln, 2005). I used reflexive notes to record my
preconceptions and expectations and the results I anticipated or wished to find. I consciously
looked for rich and contradictive statements in the data and read them three times (taking
breaks between readings) in different orders to allow diverse stories to emerge. I bracketed
my ontological position as an Adlerian psychodramatist and psychotherapist. I used
bracketing “to mitigate the potential deleterious effects of unacknowledged preconceptions
related to the research and facilitate more profound and multifaceted analysis and results and
thereby to increase the rigor of the project” (Tufford & Newman, 2012, p. 81). Besides
writing thoughts and feelings related to the research, I engaged in ongoing dialog with
colleagues (a study participant, my clinical supervisor, a doctor in the fields of leadership and
education, and the linguistics professor who was the second data analyzer). These
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discussions led me to expand my views and understanding of participants’ accounts and
reach new insights and perspectives. Last, because all the participants were former students
or colleagues of mine, I did all I could to communicate to them the importance of expressing
their thoughts and feelings freely and openly without fear of disappointing me. I emphasized
the goal of exploring their experiences rather than proving the theory right or method
effective.
Ethical considerations. I provided them with written and verbal explanation to
ensure they understood the research requirements. Participants were encouraged to raise
questions and doubts, and I answered them seriously. They were aware they were
completely free to choose not to participate or to discontinue their participation at any time
without negative consequences. The implementation of informed consent was consistent
with the standards of practice and professional codes of ethics of the American Society of
Group Psychotherapy and Psychodrama. I presented and delivered the training workshop
with the required sensitivity and respect, and according to rigorous professional standards of
practice and codes of ethics. If participants were to find psychodrama uncomfortable or
unsuitable for them, I would invite them to either process their experience or discontinue
their participation at any time.
Participants offered their clients psychodrama in one of their therapeutic sessions, to
explore their goals and self-perceptions, and possible movement between them
experientially. Therapists informed their clients in advance that this session could take
longer than would their regular sessions, and that they could refuse the intervention or
discontinue it at any time without negative consequences. No data would be collected on
clients who refused the intervention. Further, I did not require participants to inform their
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clients of their own participation in the research because no personal or therapeutic
information about the client was to be disclosed during the research.
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CHAPTER 4
Results
The findings are based on the qualitative thematic data analysis, and the quantitative
descriptive and inferential statistics of the three sequential research phases. The findings
offer a comprehensive picture of the effectiveness of the training workshop as experienced
by 45 Adlerian psychotherapists and of the applicability and value of the psychodramatic
intervention as experienced by 21 of them.
Pre-Training Demographic Questionnaire Quantitative Results
Of 83 graduates and 14 faculty members of the Adlerian school of psychotherapy,
45 (43.65%) Adlerian psychotherapists participated in five similar training workshops.
Ten more (9.7%) registered to participate but did not attend due personal reasons (e.g., health
problems and unexpected circumstances).
Two survey questions offered information about Adlerian therapists’ initial
perceptions regarding the need for additional tools in the treatment of neurotic clients.
Two other questions asked about the possible value and potential of using psychodrama in
Adlerian psychotherapy, and one measured the participant’s confidence in applying a
psychodramatic intervention. The analysis examined single-item scores, indicating general
tendencies in the data and offering a picture of the participants’ initial attitudes before
applying the intervention. The results showed that 77% of the participants agreed that the
treatment of neurotic clients often stalls and 90% expressed they felt the need to acquire
additional tools or techniques to treat neurotic clients. Regarding participants’ attitudes
toward the usefulness of psychodrama, 64% thought psychodrama could be useful in treating
neurotic clients and had the probability to become a common intervention in Adlerian
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Psychotherapy, and 31% were uncertain of its usefulness and applicability. One (2.2%)
participant disagreed with both statements. Last, regarding participants’ confidence levels in
implementing the intervention, 55% reported feeling unconfident or uncertain and 45%
reported feeling confident. The results are presented in Table 2.
Pre-Training Qualitative Results. The demographic questionnaire included open-ended
questions designed to complement the quantitative ones and to elicit participants’ subjective
perceptions about the intervention prior to the training. The first questions were:


What was your initial response to the idea of integrating psychodrama in your
practice?



What opportunities do you see in implementing psychodrama in Adlerian
psychotherapy in general and in the treatment of neurotic clients in particular?
As expected from their decisions to participate in the training workshop, all

participants had positive reactions to the possibility of integrating a psychodramatic tool in
their practice.
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Table 2. Pre-intervention Scores: Use of Psychodrama in Adlerian Psychotherapy
Question
Many times, I feel the treatment of neurotic clients has
stalled.
Strongly disagree
Disagree
Uncertain
Agree
Strongly agree
Missing
I feel I need additional tools /techniques in the treatment
of neurotic clients.
Strongly disagree
Disagree
Uncertain
Agree
Strongly agree
Missing
I think psychodrama can be useful in the treatment of
neurotic clients.
Strongly disagree
Disagree
Uncertain
Agree
Strongly agree
Missing
I feel confident to implement a psychodramatic
intervention. *
Strongly disagree
Disagree
Uncertain
Agree
Strongly agree
Missing
Psychodrama has the potential of becoming a common
intervention in Adlerian psychotherapy.
Strongly disagree
Disagree
Uncertain
Agree
Strongly agree
Missing

n

%

0
2
6
24
11
2

4.4
13.3
52.8
24.2
4.4

0
0
2
23
18
2

0
1
14
17
12
1

4
10
11
13
5
2

0
1
14
16
11
3

M
4.0

SD
0.76

4.4

0.57

3.9

0.82

3.1

1.17

3.9

0.82

0
0
4.4
50.6
39.6
4.4

0
2.2
30.8
37.4
26.4
2.2

8.8
22
24.2
28.6
11
4.4

0
2.2
30.8
35.2
24.2
6.6

Note. N = 45; Questions were rated on a 5-point Likert type scale (1-strongly disagree, 2-disagree, 3uncertain, 4-agree, 5-strongly agree). *This question was asked repeatedly to track changes in
participants’ confidence levels upon applying the intervention.
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In addition, the results presented in Table 3 show participants’ rare use of expressive
therapies in Adlerian psychotherapy by participants.

Table 3. Participants’ Use of Expressive Therapies or Creative Tools in Adlerian
Psychotherapy
Expressive art
Dance/Movement

Never
44

Rarely
1

Drama

42

Psychodrama

42

Visual arts

41

2

Bibliotherapy

43

2

Occasionally

Frequently

Very
frequently

1

2

3
1

Total (%)
1 (2.2%)
3 (6.6%)
3 (6.6%)

1

4 (8.8%)
2 (4.4%)

Note. N = 45

Dual reactions. Participants were asked to offer the intervention to every neurotic
client they considered suitable. Their positive feelings and expectations were sometimes
accompanied with apprehension, for example, “I felt a little scared because it is not my
strong suit” (Nira) and, “Curiosity, thirst to learn new tools and have new experiences, along
with a little apprehension, because I don’t know the tool” (Lali).
Participants responded to the question, “What opportunities do you see in
implementing psychodrama in Adlerian psychotherapy in general and in the treatment of
neurotic clients in particular?” with the following desired outcomes: motivating clients,
creating movement or change, promoting activity, practicing or rehearsing new behaviors or
solutions, eliciting an emotional experience, gaining insight or self-awareness “from a
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different place, not only intellectually” (Monica), developing empathy, enabling a different
form of expression, bypassing guarding mechanisms, and recognizing and acknowledging
strengths. All these benefits were observed in the feedback to the interventions.
The next question was, “What difficulties do you see in implementing psychodrama in
Adlerian psychotherapy in general and in the treatment of neurotic clients in particular?”
The difficulties participants expected to experience were client’s lack of cooperation
or sabotaging the intervention, enhancing resistance, changing consent to verbal
psychotherapy, and lack of confidence to apply the intervention. As Ora phrased it,
“Neurotics can resist psychodrama, consciously or unconsciously can be sabotaging the
process because it can work, and because the symptom is very meaningful for maintaining
the neurotics’ self-esteem. They fear change in general.” However, results showed that all
the clients to whom the intervention was offered agreed to participate, and their participation
strengthened the therapeutic relationship.
Integration of quantitative and qualitative data. The qualitative data supported
and complemented the quantitative data, showing the majority of participants felt the need to
acquire additional tools for their practices and felt positive about learning and using
psychodrama. The data showed that only a few participants had education in or used
expressive therapies. However, it seemed their lack of experience did not hold them back
from implementing the intervention. Their belief in the therapeutic effect of expressive
therapies in general and psychodrama in particular supported the moderate confidence to
apply the intervention. The need to do something different and effective with neurotic clients
motivated them to apply the intervention. Despite some initial apprehensions, they expressed
no extreme aversive responses.
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Phase I: Post-Training Evaluations
The first research phase included attending a six-hour workshop in which participants
learned to apply a psychodramatic intervention. The training workshop included four main
components: verbal explanation about neurosis and psychodrama, learning basic
psychodramatic techniques, demonstrating the intervention, and practicing the intervention in
couples. In addition, there was time to share, process, and ask questions. All participants (N
= 45) completed an evaluation questionnaire (Appendix E), which included 13 survey items
and five open-ended questions. They answered this questionnaire anonymously, which
enabled openness and honesty.
Workshop quantitative results. The workshop evaluation included survey
questions on three dimensions: the quality of the training, the value of the training, and future
implications. One question assessed participants’ confidence levels in applying the
intervention. Table 4 presents the workshop evaluation results.
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Table 4. Psychodramatic Intervention Workshop Evaluation Scores
Question

n

%

M

Min

Max

SD

3

5

0.52

3

5

0.51

3

4

0.50

2

4

0.69

3

5

0.54

1

4

0.86

2

5

0.68

Workshop quality: Structure and teaching
Did the training meet your
4.2
expectations?
Not at all
0
Slightly
0
Moderately
2
4.5
Very much
30
66.7
Extremely
13
28.8
Did the training accomplish its
4.2
objectives?
Not at all
0
Slightly
0
Moderately
2
4.5
Very much
31
68.8
Extremely
12
26.7
Were the content and methods used
3.4
in the workshop informative?
Not at all
0
Slightly
0
Moderately
25
55.6
Very much
20
44.4
Extremely
0
Did the training provide you with the
2.9
necessary information and skills to
apply the intervention?
Not at all
0
Slightly
12
26.7
Moderately
23
51.1
Very much
10
20.0
Extremely
0
Was the quality of the instruction
4.5
good?
Not at all
0
Slightly
0
Moderately
1
2.2
Very much
20
44.5
Extremely
23
51.1
Missing
1
2.2
Was the length of the workshop
2.6
adequate for the training?
Not at all
0
Slightly
5
11.1
Moderately
16
35.6
Very much
18
40.0
Extremely
6
13.3
Workshop value: Personal and professional
Was this training meaningful for you
3.2
professionally?
Not at all
0
Slightly
6
13.3
Moderately
26
57.8
Very much
12
26.7
Extremely
1
2.2
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Table 4 continued
Question

n

%

M

Was this training meaningful for you
3.3
personally?
Not at all
0
Slightly
4
8.9
Moderately
26
57.8
Very much
14
31.1
Extremely
1
2.2
Will this training influence the way you
3.7
will work in your practice?
Not at all
0
Slightly
0
Moderately
21
46.7
Very much
16
35.6
Extremely
6
13.3
Missing
2
4.4
To what extent do you feel confident to
2.4
implement the intervention in your
practice? *
Not at all
0
Slightly
2
4.4
Moderately
27
60.0
Very much
12
26.7
Extremely
3
6.7
Missing
1
2.2
Future implications: Training and implementation
Will you be willing to expand your
3.8
knowledge and skills in psychodrama?
Not at all
1
2.2
Slightly
2
4.4
Moderately
9
20.0
Very much
25
55.6
Extremely
7
15.6
Missing
1
2.2
Will you recommend psychotherapists
3.3
participate in this workshop?
Not at all
0
Slightly
0
Moderately
2
4.4
Very much
29
60.0
Extremely
16
35.6
To what degree do you think you will
2.9
use this intervention with neurotic
clients?
0
Not at all
2
4.4
Slightly
11
24.5
Moderately
21
46.7
Very much
10
22.2
Extremely
1
2.2

Note: N = 45.

Min

Max

SD

2

5

0.65

3

5

0.71

1

5

0.77

1

5

0.84

3

5

0.55

1

5

0.85
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Workshop qualitative results. Based on analysis of the questionnaires, participants
found all aspects of the workshop beneficial, especially the didactic demonstration (89%) in
which I explained what I was doing at each step and why, and the peer experiencing and
practicing the intervention (78%). Another positive aspect they mentioned was the
intervention itself (9%), stating, for example, “The different scenes, designed in a way that
illustrates very well the gap between ideal and real on one hand, and enables movement and
striving to change, on the other hand.” Among the psychodramatic techniques learned (role
reversal, the double, and playback), participants most often mentioned playback (69%) as
rewarding, calling it “a tool that sharply and clearly mirrors to the client his or her reality.”
All participants reported experiencing the intervention as clients was significant and
insightful, stating, “It reflected accurately my choices in the present”; “I saw how
internalized messages from childhood drive me in the present”; “I understood something
important about a disturbing issue I am dealing with”, and “defining the future was very
powerful.” In addition, experiencing the intervention helped a few participants to experience
what their clients would, and to internalize the scene sequence (13%).
Few participants also benefited from the detailed oral and written explanation of the
intervention (16%), “what to do and how to do it,” the opportunity to acquire a tool to work
with clients who seem stuck (4, 9%), and the practical use of a one-session intervention that
can be integrated into the therapeutic process (7%). In addition, participants mentioned the
theoretical review on neurosis and the integration between Adlerian theory and psychodrama
were helpful, pointing out the right balance between theory and practice (20%). Few
participants mentioned as useful the opportunity to ask questions (7%), being informed about
research goals (4%), or the structured schedule and time keeping (9%). Others mentioned the
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peer-group contribution—familiarity with other participants “enabled openness, trust, humor
and collaboration”—and the small group size (16%). Last, participants mentioned feeling
encouraged, feeling a sense of competence and trust, being given “permission to be
spontaneous and creative while implementing the intervention,” and trusting their skills and
intuition (20%).
Training workshop weaknesses. Although most participants said the most
beneficial aspects of the workshop were demonstrating, experiencing, and practicing the
intervention, 40% pointed out it would have been helpful to witness more than one
demonstration and practice the intervention at least twice. Twenty percent felt the workshop
timeframe was challenging (20%), and only one (2%) said it was too long. Although they
also reported that more practice could have raised their confidence levels (40%), they felt the
workshop equipped them with the knowledge necessary to apply the intervention.
Participants also mentioned a workshop weakness in the lack of assistants witnessing
them practice and giving guidance or feedback (40%); lack of preparation to face possible
resistance from their clients (4%); no private space to practice (two or three couples practiced
in the same room); and not having more time after experiencing the intervention to reflect,
either emotionally and cognitively on, “How was your experience as the client? As the
therapist? What did you learn about yourself? What did you learn about the tool?” (9%),
One participant stated, “I wanted feedback from my partner: how she experienced me.”
Also, participants (7%) pointed out they could have learned more if the demonstration client
had been neurotic, as would be the clients they expected to meet.
Following the workshop weaknesses, participant suggestions for improvement
included adding at least one more demonstration (preferably with a neurotic client, maybe
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using a videotaped session), practicing one more time as therapists, and being supervised
during the practice. Two participants suggested adding more time or even an extra day.
Supervision was offered after completing the intervention evaluation.
Readiness to apply the intervention. In response to the question, “What might
hinder your implementation of the intervention?” 20% of the participants answered,
“nothing”. Among the most mentioned reasons that could hinder applying the intervention
were lack of self-confidence (33%), lack of appropriate clients defined as neurotics (27%),
and lack of consent or collaboration from clients (24%). Other reasons mentioned by one or
two participants were feeling that the intervention could not be adequate for a specific client,
the client having immediate issues to address in the session, fear that the intervention is not
relevant for the client, fear of intimacy or embarrassment, and personal reasons.
Despite the need for more practice and feeling insecure, most therapists (76%)
answered “no” or “just practice” to the question, “Is there anything else you need in order to
implement the intervention?” It seemed participants had the courage and resources to
overcome the training limitations and would implement the intervention if they had an
appropriate and collaborative client. Other answers to this question were, “lowering my own
expectation,” “memorizing the protocol,” and “having the possibility to call the researcher if
needed.” However, from the quantitative data it can be concluded that the workshop did not
succeed in creating confidence to apply the intervention (i.e., 66% of participants answered
they received the necessary knowledge and skills, but only 30% felt confident to apply the
intervention). More demonstration and supervised practice could have been helpful to raise
the participants’ confidence. The overall confidence to apply the intervention slightly
decreased from higher than moderately confident (M = 3.1) before the workshop to less than
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moderately confident (M = 2.4) after the workshop. This decrease can be explained as a
correction of the relatively high confidence levels participants expressed before the
training—before they knew how complicated it might be.
Based on participant answers to the questionnaire and open-ended questions, I
concluded that the workshop offered a positive and rewarding experience, “an experience
that integrates between the body, cognition, and emotion,” “the power of doing instead of
talking,” and “experiencing how experiencing leads to understanding.”
Phase II: Psychodramatic Intervention Outcomes
Participants implemented the intervention with one to four clients, and answered a
questionnaire containing 22 survey items and 10 open-ended questions.
Demographic information of active participants. Of the 45 participants in the
training workshop, 21 (46%) implemented 42 interventions. Following Nemesh (2015), I
call these active participants. The active participants’ demographic information is presented
in Table 5.
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Table 5. Active Participants’ Demographic Information
Demographic

n

Age

21

Gender
Female
Male

21
0

Experience
Years as therapists
Years as Adlerian therapists

21
21

%

3
1
1
1
0

15
5
5
5
0

Use of expressive therapies in Adlerian
clinical practice*
Visual arts
Drama/psychodrama
Dance/movement

2

10

1
1
0

5
5
0

Background in arts*
Music
Writing
Dance
Visual arts
Drama
Photography

9
0
1
0
4
3
1

43
0
5
0
19
15
5

20

100

4
8
0
0
3
0
3
2

20
40
0
0
15
0
15
10

8
0
0
0
4
3
1

40
0
0
0
20
15
5

Background in arts*
Music
Writing
Dance
Visual arts
Drama
Photography

M

33-65

50.67

1-15
1-5

5.40
2.10

100

Education in expressive therapies
Visual arts
Drama
Psychodrama
Bibliotherapy

Use of alternative means (other than talk)
in Adlerian clinical practice*
Therapeutic cards
Guided imagery
NLP
Imago
Metaphor therapy
Story telling
Writing
Mindfulness/meditation

Range

Note: N = 45; *Some participants fell into more than one category.
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A comparison of demographic information between active participants (n = 21) and
the whole sample (N = 45) did not revealed major differences. The slight differences
between the groups resided in years of professional experience in general and Adlerian
professional experience in particular. It seemed the less experienced therapists were more
willing to apply the intervention, perhaps because they needed new tools or were less
habituated to specific methods. There were no differences in their expressive therapies
education or background in arts, but surprisingly, they used much fewer expressive tools in
their practice (i.e., less than half the complete sample). Most importantly, there were no
differences in initial attitudes or confidence levels in using the psychodramatic intervention.
I asked the 24 (53%) nonactive participants via email their reasons for not applying the
intervention. They reported not having neurotic clients or having no clients at all (n = 17,
70%), clients refused to participate (n = 3, 12%), lack of confidence (n = 2, 8%), did not
think the intervention would be beneficial (n = 1, 4%), and technical difficulties (n = 1, 4%).
However, because active participants’ confidence levels improved significantly after
applying the intervention, it is possible nonactive participants felt uncomfortable reporting
they had not implemented the intervention due their lack of confidence.
Statistics of implemented psychodramatic intervention sessions. Twenty-one
active participants implemented 42 interventions from October to December 2015. I asked
each participant to apply the intervention with at least two clients. Eleven participants
applied two interventions (two clients), six participants applied it with one client, two with
three clients, and another two with four clients. Figure 2 illustrates total sessions completed
by the 21 active participants.
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Number of interventions

25
20
15
10

42 intreventions

5
0
6

11
2
Number of participants

2

Figure 2. Total interventions applied by participants. N = 42

After each intervention, the active participants completed an evaluation questionnaire.
The intervention evaluation included survey questions on four dimensions: participants’
personal and professional experience, the therapeutic value of the intervention, logistics, and
future implications. Question 1 assessed participants’ confidence levels in applying the
intervention and tracked changes over time. Table 6 presents the results.
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Table 6. Quantitative Results: Session Evaluation Questionnaires, 42 Interventions
Question
1

2

3

4

5

6

7

8

Participant experience
To what extent did you feel confident to implement the intervention? *
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did you feel comfortable before applying the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did you feel comfortable during the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did you feel comfortable after the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent do you believe the client felt comfortable with the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
Intervention value
To what extent do you believe the intervention valuable for your client?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
To what extent do you believe it was valuable for the therapeutic process?
Slightly
Moderately
Very much
Extremely
Missing
Was the intervention valuable for you as a therapist?
Not at all
Slightly
Moderately
Very much
Extremely

n

0
4
14
22
2
0
6
15
19
2
0
4
14
21
3
0
3
13
22
4
0
8
8
23
3

%

SD

3.5

0.73

3.4

.079

3.5

.076

3.6

0.75

3.5

0.88

3.6

0.65

3.8

0.67

3.9

0.66

10
33
52
5

14
36
45
5

10
33
50
7

7
31
52
10

19
19
55
7

0
2
13
24
2
1

5
31
57
5
2

1
10
24
5
2

2
24
57
12
5

0
1
9
26
6

M

2
21
63
14

94

Table 6 continued
20

10

11

12

15

16

13

Question
How would you rate the effectiveness of this session?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
To what extent did the session reveal new information about the client?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did the session validate information about the client?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
To what extent did the session contradict information about the client?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did this session contribute to your growth as a therapist?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
To what extent did the intervention contribute to your understanding of
neurosis?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
Intervention logistics
Was an hour and a half sufficient to complete the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
Missing

n

%
0
3
11
22
5
1
0
14
17
8
3
0
0
6
26
8
2
29
10
2
1
0
0
3
11
20
4
4

M
3.7

SD
0.77

3.7

0.77

4.1

0.59

1.4

0.69

3.7

0.77

3.6

0.85

4.0

1.00

7
26
53
12
2

33
41
19
7

14
62
19
5
69
24
5
2

7
26
47
10
10

0
5
11
20
5
1

12
26
48
12
2

2
1
5
19
14
1

5
2
12
46
33
2

continued
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14

9

17

18

19

21

22

Question
Was the room suitable for the intervention?
Not at all
Slightly
Moderately
Very much
Extremely
Future implications
To what extent do you believe your client will be willing to experience
psychodrama again?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent do you see this intervention valuable for non-neurotic
clients?
Not at all
Slightly
Moderately
Very much
Extremely
To what extent did you witness opportunities for therapeutic
interventions in the session?
Not at all
Slightly
Moderately
Very much
Extremely
Missing
To what extent do you believe you will implement psychodrama again
in your practice?
Not at all
Slightly
Moderately
Very much
Extremely
Will you be willing to expand your knowledge on psychodrama?
Not at all
Slightly
Moderately
Very much
Extremely
Will you recommend Adlerian psychotherapists expand their
knowledge and skills on psychodrama?
Not at all
Slightly
Moderately
Very much
Extremely
Missing

n

%

0
1
3
24
14

2
8
57
33

1
4
5
21
11

0
1
7
27
7

0
0
15
20
5
2

0
2
10
22
8
0
1
10
15
16

0
0
8
16
15
3

M
4.2

SD
0.67

3.9

0.98

4.0

0.65

3.8

0.66

3.9

0.77

4.1

0.84

4.2

0.75

2
10
12
50
26

2
17
64
17

36
47
12
5

5
24
52
19

2
24
36
38

19
38
36
7

Note. N = 42; *Question repeatedly rated, to track changes in therapists’ confidence along the research.
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Quantitative analysis of confidence levels. The null hypothesis of the study was,
“There is no significant difference in the perceptions of Adlerian psychotherapists toward the
feasibility and value of using psychodrama in the treatment of neurotic clients after the
training program and implementation of the psychodramatic intervention.” To measure
confidence levels applying the intervention, participants were asked to rate their levels of
confidence (on a scale of 1 to 5) three times during the research: before the training,
immediately after, and subsequent to applying the intervention. Table 7 presents the
confidence levels of two groups: the last score of participants who implemented the
intervention (N = 21, 47%), and those participants who did not (N = 24, 53%).

Table 7. Scores of Active and Nonactive Participant Confidence to Apply the Intervention
Score distribution
Participants

Not

Very

M

SD

at all

Slightly

Moderately

much

Extremely

Missing

Whole sample (N = 45)

3.1

1.17

4

10

11

13

5

2

Active (n = 21)

2.8

1.25

4

4

7

4

2

0

Nonactive (n = 24)

3.2

1.20

2

5

4

8

3

2

2.4

0.77

2

27

12

3

1

0

3.7

0.58

0

0

8

12

1

0

Pre training

Post-training
Whole sample (N = 45) *
Post implementation**
Active (n = 21)

Note. p < .05; *Participants completed the post-training questionnaires anonymously, preventing differentiation
between active and nonactive participants. **When participants applied more than one intervention, the level of
confidence score used in this table reflects the last intervention only.
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Active therapist levels of confidence. By the end of the workshop, the lower scores
(not at all confident and slightly confident) were replaced with levels registering above
moderate. Specifically, by the end of the intervention phase, nine therapists scored 5.0
(extremely confident), as opposed to only two therapists scoring the same in the previous
stages. Figure 3 graphs the changed confidence of all participants (active and nonactive)
before and after training. Figure 4 shows the change in active participant confidence levels

Number of participants

from pre-training to after implementation.

30
25
20
15

Pre training

10

Post training

5
0
not at all

slightly moderately very much extremally
Levels of confidence

Figure 3. Pre- and post-training confidence levels of all participants. N = 45
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Number of participants

14
12
10
8
6

Pre training

4

Post implementation

2
0
stongly disagree uncertain agree
disagree
Levels of confidence

strongly
agree

Figure 4. Pre-training and post-implementation confidence levels of active participants.
N = 21

Qualitative results.
Data from open questions. I first describe the data analysis of two specific questions
regarding the suitability of clients for the intervention. Then, I discuss the analysis of the
central research inquiry about participants’ perspectives on the experience and value of using
a psychodramatic intervention with neurotic clients.
Intervention suitability. Two questions inquired about participants’ perspectives on
the suitability of the intervention for clients in general and for neurotic clients in particular.
Participants applied the intervention with clients with whom they had well-established and
secure therapeutic relationships, and not before they had conducted at least 10 therapeutic
sessions. Participants (n = 17) thought the intervention could benefit most clients—
neurotics and non-neurotics—especially those who “are attracted to different activities, like
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images, imagination and drama” (Michele) or “people with a huge gap between the ideal and
their actual abilities or reality” (Ortal), “because when the gap is illustrated, they can bridge
it” (Rachel). In addition, participants thought the intervention could be especially useful for
clients “who are at a crossroad” (Maya), “understand their problems but refuse to move”
(Susan), need “to bypass cognition” (Paz), or “have difficulty expressing feelings and need
an expressive means” (Susan).
Intervention unsuitability. Participants believed the intervention would not suit
“very rigid clients or clients detached from reality” (Shir), “concrete clients who find
imagination difficult” (Michele), “people who learn more cognitively, resist trying new
experiences, and clients who need to feel superior” (Daria), “clients with very low selfesteem” (Aurora), “clients who need to be in control or with very sophisticated avoidance”
(Nora), clients “for whom failure is worse than his or her actual suffering, and who does not
want to make efforts” (Maya), and “introverted clients who feel embarrassed” (Susan). From
participants’ responses, I deduced that the intervention can benefit most clients. However,
therapists need to use their professional judgement for deciding whether the intervention is
appropriate for a specific client.
Qualitative Results: Interviews and Psychodramatic Interventions Thematic Analysis
The inductive qualitative data analysis showed the intervention was an out-of-theordinary experience that had a therapeutic impact. The analysis revealed seven themes about
the nature and value of the psychodramatic intervention from participants’ perspectives.
Three themes characterized the nature of the experience: (1) different experience; (2)
visualization; and (3) emotional expression, and four themes related to its therapeutic value;
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(4) discovering strengths; (5) insight; (6) behavioral change; and (7) therapeutic relationship.
Table 8 summarizes the thematic analysis of the intervention.
Table 8. Data Analysis Results: Themes, Subthemes, and Textual Examples
Theme

Subtheme

Different Experience

Textual example
“It is very different” (Susan).

Multi-dimensional
experience

“With other senses: to see it, to hear it” (Nora).

Physical movement

“There is movement from sitting to standing… there is a change in space”
(Nira).

Immediacy

“I was surprised how fast she [the patient] entered into it” (Andrea).

Intensity

“The dramatic experience was strong, it created movement for the first time in
this treatment” (Maya).

Aesthetic

“It was so beautiful to see the future” (Rachel).

Imagination

“The experience of imagining [the future] created hope” (Rona).

Spontaneity

“Doing something different, that he never thought about it before” (Maya).

Creativity

“A creative tool, endless possibilities” (Shir).

Duality

“More spontaneous and less sense of control, not knowing, uncomfortable”
(Nora).

Visualization

“The most powerful experience . . . was visually seeing the neurosis” (Rachel).

Clarification

“The intervention clarified the problem and its resolution for my client.” (Nora).

Mirroring

“Playback was very effective: it shows it like a boom in your face” (Danielle).

Distancing

“Observe from the outside and see how things looked” (Alice).

Emotional Expression

“Emotional expression was easy and rich” (Susan).

Catharsis

“She cried. I never saw so her so emotional and excited during therapy” (Daria).

Empathy

“He succeeded to feel empathy for others” (Maya).

Overwhelming emotions

“Uncertainty, lack of control, embarrassment, helplessness, tension” (Nora).

Discovering strengths
Insight

“I saw the client’s strengths and the areas that do work well” (Andrea).
“One of the central insights the client had was that she can move forward and
backward” (Ophir).

Acknowledgment

“I didn’t realize how far from reality her expectations were” (Danielle).

Learning

“I learned how creative clients are in sabotaging themselves” (Limor).

Another perspective

“It gives the possibility to look at things from a new perspective” (Ortal).

continued
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Table 8 continued
Theme

Subtheme

Behavioral change

Textual example
“Psychodrama creates movement, the experience of change (at least in the
moment)” (Meital).

Breakthrough

“The dramatic experience created movement for the first time in this treatment”
(Maya).

Incremental behavioral
change

“After the intervention, she came regularly to therapy” (Ana).

Motivation

“The intervention motivated her to bridge between the two pictures” (Ana).

Rehearsal

“The future scene was a like a general rehearsal” (Rachel).

Psychotherapists’
development

“It expanded the limits of my courage. I can think of various things I did bravely
that I never had before” (Andrea).

Stagnation

“The work with him is characterized by going in circles” (Meital).

Therapeutic Relationship

“We really succeeded in disconnecting from the outside and
focusing on each other” (Shir).

Closeness

“We were equal there, and it was good” (Alice).

Equality

“More equality in the therapeutic room, because I was with them in the unknown
zone” (Nora).

Therapists’ empathy

“What touched me most was to see how difficult it is for them, I felt it in my
heart” (Michele).

Direct communication

“The intervention allowed me to challenge him in a way I had not succeeded
before” (Meital).

Modeling

“The courage to be imperfect’ was about me” (Edith).

Future potential

“Potential for discovering and uncovering new layers” (Daria).

In introducing and describing the themes, I maximized use of participants’ voices by
presenting more textual examples than interpretations. When textual examples referred to
more than one theme or subtheme, I underlined the part of the text that directly represented
that specific theme or subtheme, keeping participants’ utterances whole.
Theme 1: Different Experience
Everything [in therapy] is done through dialog. Here it was through drama,
experience, physical movement in the room. It is very different, all of a sudden
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to walk in the room, new angles, it enables to break stagnation, flexibility, to
expand the setting. (Susan)
Participants reported that the psychodrama session was different from anything they
have done before in the therapeutic process, rendering it a multifaceted experience. The
unusual experiential dimension included the subthemes of multidimensional experience,
physical activity, immediacy, intensity, aesthetics, imagination, spontaneity, creativity, and
duality.
Multidimensional experience. The intervention integrated various dimensions
simultaneously:


“The role reversal, the humor, the physical and emotional experience, the ability to
improvise” (Daria).



“With other senses: to see it, to hear it” (Nora).
Physical activity. This dimension referred to physical experiences, such as moving in

space and sensing. The following participants’ descriptions captured the essence of the
subtheme. For example:


“The client is more active. There is movement from sitting to standing… There is a
change in space” (Nira).



“The movement aspect of the psychodramatic intervention ‘got her to act.’ It enabled
her to experience emotionally and practically the gap between her everyday reality
and her exaggerated ambitions” (Edith).



“The movement enabled to see different angles in the room. The physical movement
created a cognitive movement” (Shir).
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Immediacy. Participants mentioned that psychodrama worked faster than talking
therapy; they had the impression that eliciting emotions and insights happened surprisingly
fast.


“I was surprised how fast she [the patient] entered into it” (Andrea).

 “I told myself how fast things can happen” (Rachel).
 “The psychodramatic intervention reveals the Life Style very quickly” (Edith).
 “Immediate effectiveness in breaking barriers that were there for years” (Paz).
Intensity. Another aspect mentioned was that the experience was intense and
powerful. This dimension was most noticeable regarding emotional elicitation and
expression, as will be seen later, but it also referred to the whole psychodramatic experience.


“I learned there are other ways beyond cognition, the dramatic experience was strong,
it created movement for the first time in this treatment” (Maya)



“It’s a powerful and meaningful tool that can move mountains” (Paz).
Aesthetics. One participant referred to the aesthetic aspect of the psychodramatic

enactment as participating “like in a movie.”


“It was so beautiful to see the future, to participate, to be part of her work, to
construct it together… Like a scene from [the film] “Pretty Woman”—how it feels to
be feminine, beautiful, wanted, well dressed” (Rachel).
Imagination. Clients were asked to create a future picture and a possible movement

between the real and the ideal. In doing so, imagining became significant for many clients,
as described by their therapists:
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“The experience of imagining [the future] created hope and encouraged her to see and
feel that she can chose differently. She saw it. She ‘was there’ during the
intervention” (Ophir).



“He had the ability to imagine a picture in which he can be happy” (Nora).
Spontaneity. Clients and therapists were surprised they both responded to a new

situation positively and playfully. Doing something different elicited unexpected sensations
and reactions:


“The intervention surprised her, and the surprise lowered her guarding mechanisms”
(Alice).



“I was surprised I enjoyed moving in the room” (Shir).



“It was a good experience for both of us. He enjoyed just doing something different
that he never thought about before and never imagined he could do” (Maya).
Creativity. According to Moreno (1946), creativity is the outcome of spontaneity.

Physical movement, imagination, and spontaneity enabled a playful space and the possibility
to find new solutions to old situations. This is how participants described the creativity the
intervention elicited:


“The creativity, the movement, and the spontaneity enabled him to step out of the
vicious recurring cycle he was in” (Meital).



“It opens up options in a very creative way that came from the client herself, and this
was very valuable” (Danielle).



“I liked that you can create a new situation and invite new experiences. . . A creative
tool, endless possibilities” (Shir).
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Duality. As a holistic, multifaceted experience, applying the intervention aroused
also negative feelings or sensations. Nevertheless, participants continued the intervention
despite the discomfort they felt. They described the experience as:


“More spontaneous and less sense of control, not knowing, uncomfortable” (Nora).



“The intervention was refreshing, challenging, and a little scary” (Paz).



“At the beginning, I was concerned if I could do it. . . I thought she would feel
embarrassed or laugh [at me] . . . It was amazing, and also very hard” (Rachel).

The themes of visualization and emotional expression can also be regarded as parts of the
theme of different experience. However, because of their weights in the reports (n = 12 and
n = 15, respectively), they warranted more extended descriptions. Therefore, I discuss them
as separate themes.
Theme 2: Visualization
The most powerful experience, which remains with me ever since, was visually
seeing the neurosis. I was shocked that it was possible to see it, not just to
talk about it. (Rachel)
One of the most significant values of the intervention was illustrating visually the
neurotic arrangement for both therapists and clients. Participants and their clients saw the
future, saw how and to what extent the clients’ goals were unrealistic, the gap between the
ideal and actual self-perception, and the avoidance. This is how they described it:


“It illustrated the fantasies and the stagnation. . . I saw how the client chose to stay in
the current situation, ‘protected’ by her fears” (Andrea).



“It illustrated how neurosis is a kind of a prison, and the intervention can enable
freedom” (Michele).
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“He heard himself telling the truth about his situation—and the truth was that he is
not interested in making a change” (Meital).
The illustrative power of the intervention was a result of the following means, which I

categorized as the subthemes of clarification, mirroring, and distancing.
Clarification. The word participants used to describe the illustrative value of the
intervention was clarification. For example,


“The fourth scene clarified the huge gap between how life should be and how life is,
and how difficult is to bridge the gap. . . The intervention clarified the problem and
its resolution for my client” (Nora).



“In the psychodrama, it stood out how he uses avoidance to not risk failure and that
he does not believe he can reach the goal” (Meital).
Mirroring. All the scenes were played back to clients through role reverse, enabling

clients to see themselves from the outside. According to the participants, their clients
acknowledged this mirroring as the most striking aspect of the intervention. They explained:


“Playback was very effective: it shows it like a boom in your face” (Danielle).



“The playback [mirroring] made her laugh every time I imitated her. Seeing the
realization [enactment] of her thoughts” (Nora).



“The intervention mirrors very well the gap. It is an opportunity for the client to
acknowledge it” (Susan).
Distancing. The dramatic enactment created an aesthetic and emotional distance

from which clients could contemplate and reflect on what they saw. This allowed them to:


“Contemplate pictures of life from another angle, seeing things that cannot be seen
while sitting on a chair” (Maya).
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“Zoom out of the situation and then zoom in again, into reflection and thought… She
[the client] liked to hear different sides and to watch from the outside” (Shir).



“See a bigger picture, beyond herself” (Paz).
Theme 3: Emotional Expression
Emotional expression was easy and rich, more precise because of the use of
drama. In our conversations, my client prefers to understand and analyze
situations; it is difficult for her to relate emotionally. (Susan)
Psychodrama is known for eliciting strong emotions. Moreno (1946) regarded

catharsis as important in releasing energy and creating insights. Primarily a cognitive
psychology, Adlerian psychotherapy works to correct maladaptive thoughts. The
intervention in this research enabled rich and strong emotional expressions, bringing insight
and release. The subthemes of catharsis, empathy, and overwhelming emotions represented
emotional expression:
Catharsis. Although only one participant reported her client had a “full blown”
catharsis, many participants described feelings and emotions commensurate with it, and as
frequent and valuable:


“My client experienced catharsis during the intervention and had an insight” (Nira).



“Releasing emotions: She cried when she saw the distance between the future picture
and reality… It was different because it was emotional. I am very cognitive. It was a
breakthrough, something very different, more effective. The client understood much
more through the emotional experience than she did before, cognitively” (Ana).
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“Both clients experienced something very emotional. Both were moved, cried. One
of them actually trembled and felt other strong physical sensations… She [the client]
is very rational, and the intervention connected her to emotional sensations” (Ortal).



“She cried, she felt sad, and then a sense of completion” (Rachel).
Empathy. Empathy is the central pillar of SI, an important goal of Adlerian

psychotherapy. Through role reversal, clients had the opportunity to see themselves through
the eyes of significant others. Yet again, visualizing, this time seeing others, was powerful.
This subtheme can be regarded as either part of emotional expression or the therapeutic value
of the intervention. I decided to place empathy with emotional expression because of the
emotional quality the therapists mentioned:


“The intervention showed him others’ points of view. He succeeded to feel empathy
for others” (Maya).



“When we reversed roles, she felt how others experience her” (Aurora).



“It forces the client to look at the situation from the other’s eyes and it creates
empathy, seeing the other’s private logic” (Shir).
Overwhelming emotions. In three interventions, clients experienced overwhelming

or negative emotions that partially or totally hindered implementing the insight they had and
led to unpleasantness or discontinuing the intervention. Participants described the following
feelings:


“Uncertainty, lack of control, embarrassment, helplessness, tension” (Nora).



“Embarrassment to play the characters, to let go and play” (Susan).



“We stopped the intervention after the client failed to build a picture of the future and
burst into tears, which lasted a long time” (Nira).
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In the previous themes, I described the uniqueness of the psychodramatic intervention.
The following four themes characterize its impact and value.
Theme 4: Discovering Strengths
She felt understood, relaxed. She saw that the gap between the ideal and the real
shrank a little, compared to the past. She also acknowledged the change in her vision
of how life should be and she felt proud about it, encouraged. (Edith)
Enhancing clients’ self-esteem is part of any therapeutic process and central to
Adlerian psychotherapy. The intervention was very effective as a tool for discovering
clients’ strengths and using them to encourage them. Sometimes the enacting itself was
encouraging for clients. Some expressions of discovering or uncovering strengths were:


“Seeing the client’s strengths gives courage to try creating a new movement… The
positive experience and the movement feed the therapeutic process” (Maya).



“We can learn a lot from what does work in his life, and use it in the field he avoids”
(Nora).



“I saw the way she already did, the results of the therapy so far” (Dora).



“She saw and experienced her strengths she didn’t know existed” (Paz).



“The client saw himself on a continuum; he saw the things he already accomplished”
(Nira).
Theme 5: Insight
One of the central insights the client had was that she can move forward and
backward. She expressed fear that any decision will be irreversible and,
because of that, she hesitated to make any decision that will determine her life
forever. In the fourth scene, she moved forward and backward from the place
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she is now toward her goal. This movement opened a new conversation.
(Rachel)
Self-awareness, or insight, is a desired outcome of the therapeutic encounter, meant to
expand clients’ perceptions and perspectives, and usually a precursor of change. Both clients
and therapists gained insight from the intervention, as reflected in the subthemes of
acknowledgement, understanding, learning, and another perspective. As Alice described,
“The client saw the connection between what she dares to do now and the picture of the
[desired] future. New and deeper insights appeared during the intervention and many things
were clarified.”
Acknowledgment. Participants reported acknowledging different aspects of their
clients and of neurosis:


“I didn’t realize how far from reality her expectations were” (Danielle).



“I had the chance to see her exaggerated aspirations and how they stop her from
expressing herself” (Paz).



“I acknowledge for the first time to what extent the fantasy is unreal, what in the
fantasy or in what way it is unreal” (Nora).
Learning. Beyond acknowledging, participants reported clients’ understood things

that were meaningful to them. In addition, the intervention enabled participants learn new
things about their clients, neurosis, and themselves.
Clients’ learning


“When he saw how the future picture is different from him, he understood how
exaggerated his expectation was” (Nira).



“The experience strengthened her cognitive understanding” (Michele).
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Participant professional learning


“We can create a ‘neurosis-meter’ according to the gap between the future and
present scenes” (Ana).



“I learned how creative clients are in sabotaging themselves, either by creating
unrealistic expectations or excuses to maintain their self-esteem” (Ophir).



“There was a connection between content and process. The neurosis appeared in the
intervention itself: the difficulty to collaborate and let go” (Susan).
Participant personal learning



“I also have exaggerated ambitions. I wanted to control the process, how it should
be” (Michele).
Another perspective. Participants reported having the opportunity to see their clients

and themselves from a new perspective:


“I actually saw how it gives him another perspective about reality and how it moves
him” (Shir).



“The intervention was fascinating, challenging. It allows experiencing the process in
a different way, more real. You can’t evade seeing things. It gives the possibility to
look at things from a new perspective” (Ortal).
Theme 6: Behavioral Change
Psychodrama creates movement, the experience of change (at least in the
moment) that can awake a sense of agency in real life. (Meital)
Adlerian therapists often experience stagnation during the treatment of neurotic

clients, usually when the client understands the dynamics of neurosis but resists taking a step
forward. “Just doing something is difficult for neurotics, and a practical step toward the goal
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is the most difficult” (Maya). Prior to the intervention, the participants hoped it would create
movement in the therapeutic process. Afterward, they reported the intervention promoted
significant changes, represented in the subthemes of breakthrough, behavioral changes,
motivation, rehearsal, psychotherapist development, and stagnation.
Breakthrough. In 25% of cases (n = 11), the intervention created a marked and
unprecedented change related to a therapeutic breakthrough, as illustrated in the participant
statements:


“The dramatic experience was strong, it created movement for the first time in this
treatment. He [the client] signed up for a GRE course. He said he’s not concerned
with obsessive thoughts or anxieties all day and when he needs to, he takes a pill. He
finally moved, after 40 sessions” (Maya).



“In both cases, the intervention was meaningful and made a difference in their lives.
One of them signed her divorce agreement, and the other psychodramatically
completed a painful unfinished business, which enabled her to stop going out with
‘the wrong guys’ and start a new, healthier relationship” (Paz).



“He met reality and grieved that things can’t be simple and flow without investing
efforts as he wanted. The client started moving toward one task of life” (Nira).



“One client who was engaged and postponed the wedding over and over got married
gladly and peacefully. She already understood her mistaken perceptions, but the
psychodrama not only motivated her, it made her jump” (Andrea).



“The biggest change was with the most neurotic client. He didn’t succeed in
imagining a future vision and he cried, saying, ‘I don’t have a future, I can’t see it’. It
scared him very much. And a week later, he went back to school, signing up for a
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pre-course for medicine. Now, a few months after the intervention, he continues his
studies and he can imagine a future in a realistic way” (Nira).


“The effect of the intervention was the immediate change in the clients’ lives. It was
an energetic change; it was like the recurring neurotic pattern broke up. It happened
because the intervention bypassed ego and cognition: a movement forward was
created, toward an unknown place, a new place, in which he or she can choose
differently” (Paz).
Incremental behavioral change. Some clients changed behaviors or did something

that they had not done before. Participants described those “incremental behavioral changes”
other than breakthrough:


“She reported sensing movement, being more open to people at work, less
judgmental” (Michele).



“A few weeks after the intervention, the client did things for the first time in her life,
like taking her car to a garage. These actions indicated she had more courage and
social interest” (Rona).



“A week later, he said, ‘I designed a real future.’ He had a plan to lose weight
gradually, improve his hearing, look for a girlfriend, and to try to publish his work.
Not low expectations, but at least realistic ones” (Rachel).
Motivation. In some cases, the therapists viewed the outcome of the intervention as

motivational:


“The creative thinking motivates action, to transfer the metaphoric into the physical
world… I think it’s powerful, it’s like one step beyond thinking, to a phase of
operation” (Danielle).
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“The intervention motivated her to bridge between the two pictures” (Ana).
Rehearsal. Psychodrama enabled the client to practice—in a potential and safe

space—new ways to respond and act. The intervention enabled moving from talking to
doing in the therapeutic room:


“The future scene was a like a general rehearsal and represented for her a point of
reference to come back to” (Rachel).



“It is what they have to do in their lives: to act” (Andrea).



“She had to play/act, to simulate a situation where she meets with friends and being
open… actually doing it” (Aurora).
Psychotherapist development. After applying the intervention, some participants—

therapists—reported growing and doing things differently both personally and professionally.
Professional development


“I need to do different things with neurotics. Doing more of the same ‘helps’ them
attach to their unrealistic goals and excuses… It required me to stop and wait—a very
important experience for me” (Dora).



“I dared try something new and risked not doing it well. I learned that we can
contribute to reaching important insights and results, even when we do not do it
perfectly” (Rona).
Personal development



“It expanded the limits of my courage. I can think of various things I did bravely
since [applying the intervention] that I never had before” (Andrea).
Stagnation. Adler (2011) called neurosis “advance backwards” (p. 167). During and

after the intervention, participants observed stagnation, or temporary impact.
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“The creativity of the neurotic client is infinite, especially creating reasons why not to
act” (Rona).



“We got stuck when trying to create movement between the two pictures… I found it
difficult to hold her lack of movement and, instead of trusting her, I offered solutions”
(Nora).



“He had the tendency to talk about the scenes instead of playing them” (Danielle).



“The client decided to stay in the present situation despite the fears being so
tangible… I didn’t know how to use the images that emerged” (Andrea).



“During the intervention, she understood what she wanted to do. But at the end of the
session, she stepped back to the starting point” (Rachel).
Theme 7: Therapeutic Relationship
Attunement, the breathing, the imagination, the action… We really succeeded
in disconnecting from the outside and focusing on each other. (Shir)
The therapeutic relationship “makes substantial and consistent contributions to

psychotherapy outcomes independent of the specific type of treatment” (Ackerman et al.,
2001). Participants reported that the intervention strengthened the therapeutic relationship,
as reflected in the subthemes of closeness, direct communication, modeling, identifying
difficulties, and new possibilities.
Closeness. The intervention enabled physical closeness, trust, and equality that
enhanced intimacy in the therapeutic relationship and in a defined one-session setting.
Participants describe closeness and a sense of caring as follows:


“It created a new dynamic and attunement to the client… We both sat down on the
floor, and it created intimacy. We took off our shoes” (Shir).
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“The client felt that I am investing time and attention, that I think about her and look
for ways to help her” (Shir).



“The fact that they were willing to do it with me… I felt it strengthened the intimacy”
(Michele).
Equality. The Adlerian therapeutic relation is regarded as collaboration among

equals. The intervention contributed to establish equality between clients and therapists.
Nora described


“More equality in the therapeutic room, because I was with them in the unknown
zone.”
Therapists’ empathy. Seeing neurosis (or any other psychological movement) as

purposeful and self-created, Adlerian therapists may sometimes lose empathy for their
clients. However, study participants reported feeling compassion for their clients, showing a
resurging of empathy. For example,


“When she cried, I felt overwhelmed and very sad… The experience touched me very
much. I cried and I am not used to crying” (Ana).



“What touched me most was to see how difficult it is for them, I felt it in my heart—I
felt them—that it is not an easy experience for them” (Michele).
Direct communication. Applying the intervention was challenging for therapists

with no prior experience in expressive therapies, particularly drama. Participants reported
they could challenge their clients during and after the intervention, because the therapeutic
relation was strengthened.


“Because it strengthened the therapeutic bond, I could tell her something [that was]
difficult to say” (Michele).
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“The intervention allowed me to mirror and challenge him in a way I had not
succeeded before” (Meital).
Modeling. Participants and clients were in the same boat—therapists were doing

something new, taking a chance, and actually modeling courage to their clients. Clients
reported being inspired when they saw their therapists modeling and taking chances:


“[My client] stepped out from her comfort zone. I modeled it by stepping out from
my own comfort zone” (Nora).



“I hesitated at the beginning. I didn’t feel self-confident. But I did the intervention
anyway, and [my client] benefitted from it. Thus, ‘the courage to be imperfect’ was
about me” (Edith).
Future potential. The intervention opened new paths in therapy for clients and

therapists that could enable movement in the future, and develop professional development
of the technique:


“It was useful to take each scene from the intervention, analyze it together, and work
on changing the scenes until she’ll reach her goals” (Aurora).



“Potential for discovering and uncovering new layers” (Daria).



“I would like to improve my skills in psychodrama. It is very powerful” (Danielle).



“We can use the pictures as metaphors in future sessions” (Nora).



“Professionally, it opened a window for something new and completely different that
I want to learn. Not specifically psychodrama, but all sort of approaches beyond
words. I saw the effect and result of this intervention” (Andrea).
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CHAPTER 5
Discussion
This mixed-methods study explored Adlerian psychotherapists’ perspectives of the
value of a single psychodramatic intervention in the treatment of clients who avoid coping
with life tasks and suffer from psychological distress. In addition, the study aimed to
evaluate the training requirements to apply the intervention. The results suggest that the
psychodramatic tool promoted change in the treatment of neurotic clients and in the opinion
of their therapists, in some cases, had a transformative impact.
My own and my colleagues’ clinical experienced that the treatment of these clients
often stagnates because their avoidance is a powerful guarding mechanism against fears of
failure (Adler, 1938/2011). Adler (1913/2003) referred to the co-occurrence of avoidance
and psychological symptoms as neurosis and postulated that unrealistic goals, created to
(over)compensate for inferiority feelings, are always found in neurosis. Avoidant individuals
are motivated to evade humiliation or shame (American Psychological Association, 2013)
they might feel as a result of imperfect performance. Research on perfectionism (Blatt,
1995; Frost et al., 2002; Shafran & Mansell, 2001; Weiner & Carton, 2012) and selfdiscrepancy theory (Bak, 2014; Watson et al., 2010) supported Adler’s ideas, showing a
connection with elevated goals to CMDs and avoidance. Hewitt et al. (2014) called attention
to the presence of unrealistic expectation in suicidal idealization and behavior. Egan et al.
(2011) found that perfectionism is a common factor in the creation and maintenance of
CMDs and, like Hewitt et al. (2014), advised addressing exaggerated ambitions at an early
stage of any therapy. These findings point to the important role elevated expectations play in
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mental disorders, a role potentially unfamiliar to practitioners outside the fields of Adlerian
theory and perfectionism.
Theory on avoidance (American Psychological Association, 2013) and goal theory
(Elliot & Murayama, 2008; Law et al., 2012) supported Adler’s ideas on the connection
between avoidance and inferiority feelings or perceived self-competence of the individual.
In line with IP, goal theory postulated that the individual’s choice between active and passive
striving toward a goal depends on the feasibility of the goal and the individual’s degree of
courage, SI, and willingness to work hard (Dweck, 2006; Molden & Dweck, 2000). This
study’s literature review indicated the Adlerian conceptualization of neurosis is relevant and
important in the treatment of clients diagnosed with mental disorders or who avoid coping
with life tasks.
As a cognitive theory, IP uses intellectual means such as psychoeducation and
reorientation to facilitate self-awareness and change. Adler (1938/2011) thought, “The cure
[of neurosis] can only be effected by intellectual means, by the patient’s growing insight into
his mistake” (p. 181). However, in many cases, the intellectual elucidation of clients’
problems does not promote change, and the treatment seems to reach a dead end. In these
cases, R. Dreikurs (1967/1973) believed that “the treatment must become dramatic” (p. 25),
and suggested replacing verbal explanations and rationalization with “vital experiences” and
“psychological action.”
To meet this challenge, I developed and used a specific psychodramatic intervention
in a pilot study (Shaked, 2015b) and adapted it to a defined, one-session therapeutic
technique for use by non-psychodramatists. The intervention consisted of enacting four
scenes representing internalized expectations, ideal self, actual self-perception, and possible
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movement between the perceived and the ideal selves. The theoretical rationale for the
psychodramatic intervention lay in the Adlerian definition of neurosis and in what is
regarded as the optimal therapeutic outcome: modifying unrealistic goals and increasing
clients’ self-esteem and SI.
Participants were Adlerian psychotherapists trained and working in Israel. They
chose their clients according to the Adlerian definition of neurosis: avoiding coping actively
and usefully with at least one major task of life and having a neurotic symptom (Adler, 1928,
1936, 1933/1964; Adler et al., 2009; Adler & Wolfe, 1958; Ansbacher & Ansbacher 1956).
The study explored whether and how the use of psychodrama affects therapists, their clients,
and the therapeutic process. Forty-five Adlerian psychotherapists attended a single workshop
designed to train them to implement the psychodramatic intervention. Participants evaluated
the workshop, describing its strengths and weaknesses, and offering suggestions for future
training. Following the workshop, 21 (47%) participants implemented the intervention with
42 clients and completed a survey questionnaire that evaluated the intervention’s feasibility,
effectiveness, and therapeutic value. I also interviewed participants about their experiences
and perspectives.
Inductive thematic analysis of the qualitative data (Braun & Clarke, 2006; Forinash &
Grocke, 2005), intervention evaluations and interviews, revealed the psychodramatic
intervention provided an out-of-the-ordinary experience that had a powerful therapeutic
impact in the opinion of the participants. Seven themes characterized the nature and value of
the psychodramatic intervention from participants’ perspectives. Three themes addressed the
uniqueness or “otherness” of the experience: (1) different experience, (2) visualization, and
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(3) emotional expression. Four described its therapeutic value: (4) discovering strengths,
(5) insight, (6) behavioral change, and (7) therapeutic relationship.
The study results show participants experienced the intervention as positive and
valuable. Some participants reported they and their clients experienced discomfort during
the implementation, but not to the extent of discontinuing it. In two cases, the intervention
was suspended because the participant was emotionally overwhelmed, and then resumed a
few weeks later with remarkable results. Moreover, participants’ modeling of overcoming
discomfort was regarded as a positive aspect of the session.
The study findings demonstrate that the intervention elicited profound emotions of
hope and fear regarding the future, and disappointment, sadness, and satisfaction regarding
the present. In addition, reversing roles with significant others created feelings of empathy;
thus, the intervention contributed to clients’ development of SI. Participants shared they felt
empathy toward their clients who stick to their guarding mechanisms despite their suffering.
Participants reported the intervention was especially helpful in acknowledging the
extent to which their clients’ goals are unrealistic, and in illustrating the gap between these
goals and actual self-perception. This result suggests using psychodrama to enact personal
goals expanded participants’ understanding of neurosis. Participants most often mentioned
the future-projection scene as surprising and revealing new information to them and to their
clients. After enacting the ideal and the real selves, clients acknowledged the gap and felt the
need “to do something,” to step forward toward their goals or to give up unrealistic goals and
design more realistic goals. Regardless of the extent of the unrealistic goals and inferiority
feelings when comparing themselves to the goals, in the last scene all clients focused more
on the present and on significant relationships rather than on remote goals. They reported
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they enjoyed taking the step, experiencing optimism and joy to become who they want to be,
and appreciating who they already are and what they already did and have.
Regarding psychodramatic techniques, participants reported that self-witnessing,
enabled by the playback or mirroring of scenes, had the most powerful effect on their clients’
insight and motivation to move forward. The use of psychodrama techniques such as role
reversal, double, and mirroring helped participants re-define their views of self and their
goals. The use of surplus reality facilitated integration and completion.
In summary, the intervention effectively contributed to a wide range of therapeutic
outcomes. Participants reported it elicited powerful emotions and helped their clients
develop empathy, promoted activity, and created behavioral change. They also noted the
intervention offered their clients the possibility to practice or rehearse new behaviors and
create new ideas or solutions. Participants observed that psychodrama enabled a different
form of expression, bypassing guarding mechanisms, and recognizing and acknowledging
strengths. The research shows the psychodramatic intervention was significant in reaching
the Adlerian therapeutic goal of enhancing clients’ self-esteem. This effect may have been
achieved by enhancing the sense of equality between therapists and clients, enabling
recognition and revelation of clients’ strengths and resources, and because clients
acknowledged and experienced new possibilities of interpretation and behavior. Last,
participants reported the intevention strenghtened the therapeutic relationship.
Based on the participants’ phenomenological experiences, they perceived the
intervention as emotional, insightful, and motivational, as well as effective and beneficial.
Results show that using action methods can offer an alternative way to gain insight, and
make a (concrete) step in the here and now. The findings suggest psychodrama can add
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value to a therapeutic process, offering a multidimensional experience that makes a powerful
impact.
Contribution to the Field of Expressive Therapies
This study provides preliminary results concerning the experiences and impact of
psychodrama as a complementary intervention. The results suggest an expressive experience
such as psychodrama could be a beneficial addition to the treatment of neurotic clients
receiving IP verbal treatment.
The study findings identify possible components relevant to cognitive and behavioral
change. Three components are (1) offering a different experience that requires a spontaneous
reaction, (2) immediacy: acting in the here and now, and (3) playfulness. First, when
introduced to a new form of therapy, clients respond spontaneously because they lack a
tested repertoir of “safe” reactions. Alice described her client’s spontaneaity saying, “The
intervention surprised her, and the surprise lowered her guarding mechanisms.” This new
response can enable a stepping-out of recurrent patterns—in both the clients’ lives and the
therapeutic process—that otherwise often seem to go in circles. Second, in psychodrama,
clients act now. “She ‘was there’ during the intervention” (Ophir). Verbal therapy talks
about doing (in the future, after the session). Psychodrama “forces” the client to stand up and
act. “Just doing something is difficult for neurotics, and a practical step toward the goal is
the most difficult” (Maya). When acting in the here and now, clients practice new behaviors,
which makes it easier to perform the behaviors outside the therapy room. “It was a like a
general rehearsal that represented a point of reference to come back to” (Rachel). Last, the
playful setting and use of humor during psychodrama made it a nonthreatening space to
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explore clients’ visions, self-perceptions, and possible practical steps to improve functioning
and well-being.
This study expands the existing literature and research on the use and effectiveness of
experiential therapies (Nemesh, 2016), and of psychodrama (Kipper & Ritchie, 2003).
Although Moreno (1946) attempted to create a holistic therapeutic system, psychodrama
lacks a strong theoretical framework (Boria, 1989). To fill this vacuum, psychodramatists
based their therapeutic work on different theoretical frameworks (dynamic, humanistic, etc.).
Using this theoretically based technique showed that IP could provide a sound rationale for
psychodrama and psychodramatic interventions. The findings from this study contribute to
the field of expressive therapies by showing the value of using psychodrama in the treatment
of neurosis. The study informs Adlerian psychotherapists about the applicability of the
intervention and its training requirements. Seeing humans as creative agents, Moreno (1946)
emphasized the importance of spontaneity and creativity for proper functioning and mental
health; Adlerian practitioners aim for cognitive recognition of mistaken perceptions. The
action methods and emotional expression in this study prove insightful and transformative.
These findings support previous research on the feasibility and value of using nonverbal
methods in psychotherapy (Nemesh, 2016), and contribute to the field of expressive arts
therapies by deepening the understanding of the applications of expressive methods into
verbal psychotherapy. However, more research is needed to gain an understanding of using
action methods in psychotherapy in general and in the treatment of neurotic clients in
particular.
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Limitations and Recommendations
Limitations. This study explored the experiences of Adlerian psychotherapists in
using a structured psychodramatic intervention with specific clients. The sample included
only psychotherapists who worked in Israel, 97.8% of them female. A larger number of
participants and greater diversity in theoretical orientation, nationality, ethnicity, cultural
background, and gender could have increased transferability. The result from this study
demonstrated that generally, the psychodramatic intervention was thought useful for 42
clients of 21 participants.
Self-selection to participate may have biased the results. Potential participants who
were uncomfortable with psychodrama may not have volunteered to participate, and those
who chose to participate may have been more open to new experiences—which could give a
wrong impression about the feasibility and applicability of psychodramatic interventions in
Adlerian psychotherapy. Because all the Adlerian psychotherapists invited to participate
were former students or colleagues of mine, personal issues could be present both in those
participating and in those who chose not to participate.
Although every participant practiced psychotherapy their own way, I assumed a
general understanding and agreement on the basic constructs of Adlerian therapy, as well of
the rationale and procedure of the psychodramatic intervention. However, the differences
between participants could be very significant, reducing the ability to generalize conclusions.
Another study limitation lies in using self-report questionnaires. Although
participants were encouraged to share all kind of reactions and experiences, there is a
possibility participants did not respond to all questions honestly, for example, to make a good
impression or to avoid being judged. To increase openness and honesty, participants
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completed the training evaluation form anonymously. However, this decision affected the
possibility to measure active participants’ confidence levels at three points in time: pre- and
post-training, and post implementation. Instead, there were only two measures for the whole
sample: pre- and post-training, and two measures for active participants: pre-training and
post-implementation. In addition, it is possible the period between the training and the
intervention application, or between applications of several interventions, affected
participants’ ways of applying and rating them.
A further limitation is the study’s single-session training. In retrospect, additional
sessions may have provided participants the opportunity to feel more familiar with
psychodramatic techniques and the intervention, and more comfortable and better prepared to
face difficulties when applying it: “I didn’t know how to use the images that emerged”
(Andrea). In addition to the training, supervision sessions may have had a similar positive
effect of refining skills and augmenting confidence. The single-session intervention design
must be questioned, too, in that no attention was giving to anchoring and preserving the
therapeutic experience and insights. Sometimes participants creatively found or developed
ways to integrate the intervention into the therapeutic continuum, for example, “We can use
the pictures as metaphors in future sessions” (Nora), but sometimes not: “I felt it was a good
session, but they never mentioned [the intervention] again” (Sofia). Future training and
intervention design need to consider ways to integrate and continue the seeds planted by the
intervention.
Lack of data about the participants’ clients was another limitation. However, due to
the emotional intensity of the intervention and the therapists’ probable discomfort using
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psychodrama for the first time, I believed it was more ethical and important to keep the
therapeutic setting safe and ensure confidentiality than to gather client data.
One conclusion from the pilot study was that the intervention did not address social
influences on the development of individual’s inferiority feelings and creation of personal
goals (Shaked, 2015b). To correct this lacuna, I added an introductory scene enacting
parental or social expectations to the current study’s intervention. However, only one
participant referred to this scene as significant. Possibly because I added this scene without
integrating it more with the other three scenes—which were sequentially and logically
connected, it did not render meaningful insights. It would be useful to reconsider using this
scene in this specific intervention, and integrating it further by, for example, returning to this
first scene at the end of the psychodrama or creating another intervention to address
sociocultural influences on the development and maintenance of neurosis.
Besides the reported confidence levels in applying the intervention lies the
professional question of whether psychotherapists who are not psychodramatists can use
psychodrama tools appropriately and safely. This intervention was offered as a
complementary therapeutic tool, and not as a general training in psychodrama or even in
psychodramatic methods. Participants reported they succeeded in applying the intervention,
and that the experience and results encouraged them to expand their knowledge on
expressive tools in general and on psychodrama in particular. This psychodramatic
intervention is to be considered a technique and not a profession. I established boundaries
and informed participants of the professional and ethical requirements of psychodrama as a
profession.
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Last, although I took measures to reduce personal bias (reflexivity, member checking,
peer review, and external auditing), my unique expertise in Adlerian theory and
psychodrama, and my delivery of all research phases (e.g., training workshop and data
collection) might have influenced participant responses and data analysis.
Recommendations. This study explores the experience and perspectives of Adlerian
psychotherapists. Further research may explore the conditions under which non-expressive
therapists apply expressive interventions. Future phenomenological research can explore the
clients’ experiences with the psychodramatic intervention. It is important to note that
psychodrama may not be a safe or effective intervention for all clients, and more research is
needed to understand the limitations and setbacks of the psychodramatic intervention, as well
as for whom it may be most helpful.
It will be useful to determine what would have helped more participants implement
the intervention. Specifically, in one workshop, many participants expressed hesitation.
Thus, more time was dedicated to addressing their concerns and encouraging them to try,
saying, for example, “The more we make mistakes, the more we will learn.” Those
participants then reported feeling encouraged to try.
Future research could examine intervention variations, for example, using other
expressive-therapy modalities. Clients could draw pictures or shapes representing the scenes
played: internalized expectations, ideal self, actual self-perception, and possible movement
between the perceived and the ideal selves. Using visual arts could produce a tangible
product could keep and later use or transform. Other modality variations to be explored
would be playing instruments or singing to create the music/voice of the scenes. In the pilot
study (Shaked, 2015b), one participant sang known songs or music when enacting his future
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vision, present reality, and ultimate scene of integration. The music served as a powerful and
useful metaphor the client used later as a reminder of his choices. The artwork and recorded
music can be kept for future use, serving as anchors to the experience and its insights. Other
expressive modalities that may be explored include dance movement or drama therapy.
Future research might also examine the use of the intervention with non-avoidant
clients. All participants reported that experiencing the intervention as clients (as part of the
training workshop practice) was personally meaningful to them. Seven participants
(including three non-active) implemented the intervention with nonneurotics and reported
valuable therapeutic results, but these results were not included in the data analysis. Thus,
exploring the experience and therapeutic value of this intervention with nonneurotics and
comparing it to the results of this study are left for future research.
Another possible exploration for future research would be the use of the intervention
in a group context, in which group participants serve as auxiliary egos, giving more place for
enactment, drama, and aesthetic outcomes. However, applying the psychodramatic
intervention in a group context would probably require much more comprehensive and
extensive training.
This study did not address exploring (non-Adlerian) psychodramatists’ perspectives
on using or designing interventions based on the Adlerian conceptualization of neurosis.
That topic could probe the accuracy or usefulness of its theoretical assumptions.
Last, participant data from the psychodrama sessions show the presence of all
neurosis components (Abramson, 2015): unrealistic goals, avoidance and reasons or excuses
for avoiding, low self-esteem, self-indulgence or pampering, neurotic symptoms and
suffering, and underdeveloped SI. Conducting a qualitative thematic analysis of the contents
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of the scenes played in the psychodramatic intervention could validate the Adlerian model of
understanding neurosis, especially if done by a non-Adlerian researcher. This area of inquiry
is beyond the scope of this current study, leaving a place for future research.
Summary
The research aspired to evaluate the potential of using a psychodramatic intervention
to promote insight and change in the treatment of avoidant clients. The study findings
demonstrate the intervention’s therapeutic value and the potential of using psychodrama in
Adlerian verbal psychotherapy. This study complements a preliminary pilot study (Shaked,
2015a) that substantiated the potential for including a theoretically based psychodramatic
intervention in the treatment of neurosis according to IP. This study shows that an
interdisciplinary approach to complex phenomena could benefit Adlerian psychotherapists
and psychodramatists.
In summary, this mixed-methods study examining the value of a specific
psychodramatic intervention was conducted with 21 Adlerian psychotherapists. They
perceived the intervention as emotional, insightful, and motivational. Participants valued the
opportunity to acquire and implement a tool that was effective in treating clients assessed as
neurotics, especially considering that the treatment of such clients often stalls. The most
important finding is that the intervention is an out-of-the-ordinary experience that had a
powerful therapeutic impact.
All participants who implemented the intervention completed it, indicating the
intervention is not distressing to an unbearable degree. Therefore, this intervention might
give Adlerian psychotherapists a promising complementary treatment for neurotic clients.
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The findings from this dissertation research contribute to the field of expressive arts
therapies by deepening our understanding of the applications of enacting personal goals and
actual self-perception, and bridging the gap between them. The research findings give us
valuable insight into how 21 Adlerian psychotherapists experienced the intervention, and
why they perceived the intervention as unique and helpful.
Both IP and psychodrama need further research to probe both the assumptions and the
effectiveness of their methods and techniques. Following this, integrating psychodramatic
interventions into Adlerian practice and integrating IP’s theoretical framework into the
psychodrama may mutually enrich both philosophies and practices. This was the aim of this
study.
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An invitation to participate in a research project:
On the experience and value of psychodrama in the treatment of neurotic clients
Dear Adlerian Psychotherapist,
As part of my PhD studies at Lesley University, Cambridge, MA, USA, I am
conducting a research examining the applicability and value of using psychodrama in the
treatment of neurotic clients.
In Psychodynamics, Psychotherapy, and Counseling, Dreikurs (1973) pointed to the
limitation of using “intellectual means” as the only facilitator of change in psychotherapy:
In the case of most patients, however, sooner or later we arrive at a situation
where the theoretical discussion of psychological problems fails to bring any
further visible progress, irrespective of whether the situation of the patient has
been elucidated or not…In all these cases, rational explanations will not
suffice [emphasis added]. Other techniques must also be used to convince
them and to train them in a different orientation to life…Presentation of ideas
and rationalization must be supplemented by vital experiences, by
psychological action…the treatment must become dramatic [emphasis added]
to jolt the patient out of the complacent security which he provided for
himself by using his illness as a protection from life. (pp. 24-25)
As Dreikurs (1967/1973) explained, Adlerian therapists often experience stagnation
during the treatment of neurotic clients, usually after the client understands the dynamics of
his or her neurosis but resists changing his or her attitude/behavior.

The purpose of this study is to explore Adlerian therapists’ perceptions on the
feasibility and therapeutic value of a psychodramatic intervention integrated to the
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therapeutic process. Your participation in the research will be important in understanding the
applicability and value of using psychodramatic methods in the treatment of neurotic clients.
What will you be asked to do?


Participants will be invited to participate in a one-day experiential workshop (9.00 to
15.00) in which they will be trained to implement the psychodramatic intervention in
their practice. Previous experience with drama or psychodrama is not required. At
the end of the workshop, participants will complete an evaluative questionnaire.



Participants will be asked to implement the intervention with at least two clients in
their practice. After each intervention, therapists will complete a questionnaire on
their perception on the applicability and value of the intervention.



After implementing the interventions, an interview will be held with the researcher to
explore the therapists’ experiences and perspectives.

Any identifying information will be kept confidential.

For more information or participation, please reply to this mail or call me at
052-6912211.
Thank you,
Anabella Shaked
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INFORMED CONSENT FORM
You are invited to participate in the research project entitled, Adlerian Psychotherapists’
Perspectives of Using Psychodrama in the Treatment of Neurotic Clients.
The intent of this research study is to explore the experience and meaning of
implementing a psychodramatic intervention in the treatment of neurotic clients.
Your participation will entail:


Completing a demographic questionnaire;



Participating in a one-day experiential workshop (9.00-15.00) in Kfar Saba, in which
you will be trained to implement the psychodramatic intervention with your clients.
Previous experience with drama or psychodrama is not required. No payment will be
necessary for the training workshop;



Completing an evaluative questionnaire at the end of the workshop;



Implementing the intervention with at least two clients in your practice. After each
intervention, you will complete a questionnaire on your perception about the
applicability and value of the intervention; and



After implementing the interventions, participating in an interview with the
researcher to explore your experiences and perspectives.

You are invited to keep a journal during the research and write your thoughts,
emotions, or impressions from the training/sessions.

The interview will be recorded and transcribed. Transcriptions of your interview will
be sent to you via email, and you will be invited to make comments, corrections, changes, or
deletions or expand on the insights.

In addition:


Prior knowledge/experience with psychodrama is not necessary.



You are free to choose not to participate in the research and to discontinue your

participation in the research at any time.
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The researcher will keep your identifying details confidential. The researcher will

code all data collected with a pseudonym and never reveal your identity. Further, only
the researcher will have access to the data collected.


Any and all of your questions will be answered at any time, and you are free to

consult with anyone about your decision to participate in the research and/or to
discontinue your participation.


Participation in this research poses minimal risk to the participants. The probability

and magnitude of harm or discomfort anticipated in the research are no greater in and of
themselves than those ordinarily encountered in daily life.


If any problem in connection to the research arises, you can contact the researcher

Anabella Shaked at +972-52-6912211 and via email at ashaked@lesley.edu, or Lesley
University sponsoring faculty Dr. Robyn Cruz at : +1-412-401-1274 and via Email at
rcruz@lesley.edu


The researcher may present the outcomes of this study for academic purposes (i.e.,

articles, teaching, conference presentations, supervision etc.)

My agreement to participate has been given of my own free will and that I understand
all of the stated above. In addition, I will receive a copy of this consent form.

______

__________________

Date

Participant’s signature

_______
Date

__________________
Researcher’s signature

There is a Standing Committee for Human Subjects in Research at Lesley University
to which complaints or problems concerning any research project may, and should, be
reported if they arise. Contact the Committee at Lesley University, 29 Everett Street,
Cambridge Massachusetts, USA 02138, Co-Chairs Robyn Cruz (rcruz@lesley.edu) or Terry
Keeney (tkeeney@lesley.edu

138

APPENDIX C
THERAPIST DEMOGRAPHIC/PROFESSIONAL QUESTIONNAIRE

139

THERAPIST DEMOGRAPHIC/PROFESSIONAL QUESTIONNAIRE
First name: ____________________ Family Name: _____________________
Phone: ________________________ Email: _____________________
Gender: F / M

Age: _________________

Education: ________________ Adlerian education: ___________________________
Years of experience as therapist: ____ as Adlerian psychotherapist: _______
Place/s of employment as therapist: ___________________
Are you an expressive arts therapist? ____ if so, please indicate your modality ______
Do you have any artistic background? ___ if so, please describe it
___________________________________________________________________________
Do you use art/expressive therapies in Adlerian psychotherapy?
Never

Rarely

Occasionally

Frequently

Very Frequently

Do you use any other method besides talking in Adlerian psychotherapy?
Never

Rarely

Occasionally

Frequently

Very Frequently

Please complete the following questionnaire
1
Strongl
y
disagre
e
Many times, I feel my treatment of
neurotic clients has stalled.
I feel I need additional tools/techniques in
the treatment of neurotic clients.
I think psychodrama can be useful in the
treatment of neurotic clients.

2
Disagre
e

3
4
5
Uncertai Agree Strongl
n
y agree
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I feel confident to implement a
psychodramatic intervention.
Psychodrama has the potential of
becoming a common intervention in
Adlerian psychotherapy.

Please answer the following questions
What was your initial response to the idea of integrating psychodrama in your practice?
_____________________________________________________________________________
___________________________________________________________________
What opportunities you see in implementing psychodrama in Adlerian psychotherapy in
general and in the treatment of neurotic clients in particular
_____________________________________________________________________________
___________________________________________________________________
What difficulties you see in implementing psychodrama in Adlerian psychotherapy in
general and in the treatment of neurotic clients in particular?
_____________________________________________________________________________
_____________________________________________________________________________
______________________________________________________________
Is there something else you would like to add?
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PSYCHODRAMA TRAINING WORKSHOP PROTOCOL
Activity
Registration

Time
8.30-3.30
8.30-8.45

Introduction

8.45-9.15

Basic
psychodramatic
techniques

9.15-10.00

Warm-up

10.1010.25

Demonstration

Sharing

Content
Mingling, morning coffee, filling forms
 About psychodrama
 Rationale for using an expressive
intervention in the treatment of neurotic clients
 Workshop timeline
Learning role reverse and the double

Break 10 minutes
The warm-up exercises will include ideas the
participants could use in the intervention:
 Stretching the body (sitting or standing, with
or without closing eyes)
 Focusing: Mentally scanning the body,
acknowledging how it feels, what is going on,
acknowledging sounds from outside, and
focusing on the here and now
 Walking/changing angles in the room and
saying aloud, “From here I can see…” or “I
never noticed…”
 Voices: Making a sound that reflect how I
feel now
10.25-11.15
A protagonist will be chosen, and the researcher
will demonstrate the whole intervention (Appendix
G)
11.15-11.45
Participants will have the opportunity to share
feelings, thoughts, impressions, and insights
Lunch break- 30 minutes
continued
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Psychodrama Training Workshop Protocol (continued)
Activity

Content

Processing

12.15-12.45

Q & A about applying the intervention

Peer
application

12.45-1.30

Participants will choose a partner and choose roles:
psychodramatists and client, and practicing the
intervention (Appendix G), leaving a few minutes
for sharing

Coffee break 15 minutes

Peer
application
Group sharing
Q&A

1.45-2.30

Closure

3.00-3.10

2.30-3.00

The partners will switch roles and continue the
practice.
Participants will be invited to share feelings,
thoughts, impressions, and insights regarding their
experience and regarding the implementation of the
intervention in their clinics.
Group movement and dancing to the sounds of an
inspiring song/music
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WORKSHOP EVALUATION FORM

In your opinion…

1
2
3

4

5

6

7

8

9

1
Not at all

2
Slightly

3
Moderately

4
Very
much

5
Extremely

Did the training meet your
expectations?
Did the training accomplish
its objectives?
Were the content and
methods used in the
workshop informative?
Did the training provide
you with the necessary
information and skills to
apply the intervention?
To what extent do you feel
confident to implement the
intervention in your
practice?
Was this training
meaningful for you
professionally?
Was this training
meaningful for you
personally?
Will this training influence
the way you will work in
your practice?
Will you be willing to
expand your knowledge
and skills in psychodrama?
continued
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Training Evaluation Form (continued)

In your opinion…

10

11

12
13

1
Not
at
all

2
3
4
Slightl Moderatel Very
y
y
muc
h

5
Extremel
y

Will you recommend
psychotherapists
participate in this
workshop?
To what degree do you
think you will use this
intervention with
neurotic clients?
Was the quality of the
instruction good?
Was the length of the
workshop adequate for
the training?

Please answer the following questions
What were the most beneficial aspects of the workshop?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
What were the weaknesses of the workshop?
___________________________________________________________________________
_______________________________________________________________
What might hinder your implementation of the intervention?
___________________________________________________________________________
_______________________________________________________________
Please write down anything that can improve this training
___________________________________________________________________________
_______________________________________________________________
Is there anything else you need in order to implement the intervention?
___________________________________________________________________________
_______________________________________________________________
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THERAPIST’S EVALUATION OF THE PSYCHODRAMATIC INTERVENTION
Client # _______

Therapeutic session #_______

In your opinion…
1

2

3

4

5

6

7

8

9

1
Not at
all

2
3
Slightl Moderatel
y
y

Date ___________
4
Very
much

5
Extreme
ly

To what extent did you
feel confident to
implement the
intervention?
To what extent did you
feel comfortable before
applying the
intervention?
To what extent did you
feel comfortable during
the intervention?
To what extent did you
feel comfortable after
applying the
intervention?
To what extent did the
client feel comfortable
with the intervention?
Was the intervention
valuable for your
client?
Was the intervention
valuable for the
therapeutic process?
Was the intervention
valuable for you as
therapist?
To what extent do you
think your client will be
willing to experience
psychodrama again?
continued
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10

11

12

13

14
15

16

17

18

Therapist’s Evaluation of the Psychodramatic Intervention (continued)
1
2
3
4
5
In your opinion…
Not at Slightl Moderatel Very Extremel
all
y
y
much
y
To what extent did the
session reveal new
information about the
client?
To what extent did the
session validate
information about the
client?
To what extent did the
session contradict
information about the
client?
Did you have enough
time to complete the
intervention?
Was the room suitable
for the intervention?
To what extent did this
session contribute to your
growth as a therapist?
To what extent did the
intervention contribute to
your understanding of
neurosis?
To what extent do you
see this intervention
valuable also for nonneurotic clients?
To what extent did you
witness opportunities for
therapeutic interventions
in the session?
continued
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19

20

21

22

Therapist’s Evaluation of the Psychodramatic Intervention (continued)
1
2
3
4
5
In your opinion…
Not at Slightl Moderatel Very Extremel
all
y
y
much
y
Will you implement
psychodrama again in
your practice?
How would you rate the
effectiveness of this
session?
Will you be willing to
expand your knowledge
and skills on
psychodrama?
Will you recommend
Adlerian
psychotherapists expand
their knowledge and
skills on psychodrama?

Please answer the following questions:
What was the value of the intervention?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
What were the most beneficial aspects of the intervention?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
What were the weaknesses of the intervention? Do you think there was something
unproductive about the intervention?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________
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Did you notice any difficulties in the application of the intervention?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
What are the most important things you learned about neurosis and its treatment?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
For whom do you think this intervention could be most beneficial?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
For whom do you think it could be unsuitable?
___________________________________________________________________________
___________________________________________________________________________
________________________________________________________
What are the most important things you learned about your client?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
What is the one most important thing you learned about yourself?
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
Please write down any additional comments on the psychodramatic intervention
___________________________________________________________________________
___________________________________________________________________________
_________________________________________________________
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SEMI-STRUCTURED INTERVIEW QUESTIONS



What was the experience like for you?



Can you remember any feelings or thoughts during the research?



Has the experience touched you in any way? If so, how?



How does psychodrama differ from what you regularly do in therapy?



Has the experience made a difference in your life personally or professionally? In
what way?



Can you tell me if and how the psychodramatic sessions affected the client?



Do you think there was any impact of the psychodramatic sessions on the therapeutic
process? If so, please describe it.
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PSYCHODRAMA INTERVENTION PROTOCOL
Purpose
The purpose of the intervention is to create self-awareness and or movement in the
clients being treated for neurosis. The intervention is designed to enhance spontaneity,
emotional expression, self-awareness, and to explore new possibilities in the client’s life.
Introduction to the Intervention
Clients should be informed in advance that a special experiential session will be
conducted. Time/payment issues need to be addressed prior to the session and are at the
discretion of the therapist. Clients should be informed that they are free to choose not to
participate or may discontinue their participation at any time during the session.

Session Structure and Guidelines
Suggested timetable

Guidelines and possible script

Verbal check-in

Please maintain the structure/ritual of your regular sessions to

5-10 minutes

create a secure/potentially therapeutic space.

Verbal explanation

Today we will be doing something different, experiencing issues

5-10 minutes

we discussed in our sessions through psychodrama. We are
going to create three scenes or pictures. The first will be, “How
you think you or your life should be”; the second will be, “How
you feel your life is.” We will reflect on both scenes, and you
will decide if and what do you want to do then. Before we start
the enactment, we will do some warm-up exercises and guided
imagery. Please let me know if something feels unsafe for you,
and we will change it or stop the intervention altogether. Are
you ready?

continued
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Session Structure and Guidelines (continued)
Suggested timetable

Guidelines and possible script

Physical warm-up

I would like to invite you to step out from our natural setting and do unusual

5 minutes

things that may look or feel a little strange or even ridiculous. We will do it
together. Following there are some warm-up ideas:

(Exercise together to
make the client feel
comfortable and to
warm yourself up for



Stretching the body (sitting or standing, with or without closing eyes)



Focusing: Mentally scanning the body, acknowledging feelings, what is

going on, acknowledging sounds from outside, focusing in the here and now


Walking/changing angles in the room and saying aloud, “From here I can

see…” or “I never noticed…”

spontaneous



activity.)

sound too).

Voices: Making a sound that reflects how I feel now (therapists make a

First scene:

Let’s start figuring out internalized expectations. What do you think

Cultural/parental

society/parents/significant others/culture/good is telling you about what has to

internalized

happen for you to feel worth and belonging? Enact role reversal with chosen

expectations
10-20 minutes

significant other/s (e.g., using parents/teachers/society/religion/ statements heard
in childhood or enacting a scene when significant others were proud/ashamed of
the client).

Second scene:

Transition: Are we ready to continue? I want to invite you to a short, guided

“How I/life should

imagery from which we will create our first scene/picture.

be”

Guided imagery: Please close your eyes if it is OK for you (or focus your sight

15-30 minutes

in a way that will not distract you). Take some deep breaths and when you
exhale, let go of any tension you may feel in your body (take deep breaths with
your client). Imagine you are in a safe and peaceful place. You feel secure and
calm. Gradually, we will start a fantastic and comfortable journey to the future
and we will have the special opportunity to visit your future self at any point in
time you wish.

continued
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Session Structure and Guidelines (continued)
Suggested timetable

Guidelines and possible script
It can be soon…it can be in many years from now. We are going to meet you in
a time that you feel you have fulfilled your ideas of “how your life should be” or
“how you should be”… and you feel good. Please notice what has to happen to
feel you are as you want to be and life is as you like it to be.
Take the time to visualize and feel it. Try to use all your senses.
When you feel you have a picture or a sense of how life should be, I would ask
you to open your eyes and show me a scene or picture that represents accurately
“how I/how life should be.” We will stand up… (stand-up).
Vignette: Client tells what the scene looks like. You assist him or her to create
a scene by asking, “Where are we?” “How old are you now?” “Is somebody else
here?” Etc. Let your client enact his or her and other’s roles using role reversal
and the double (as learned in the workshop). Play back the scene.
Reflection: Are there any thoughts/feelings/impressions you want to share?

Third scene: “How

Transition between scenes: OK, we visited your future self and we will come

I/life is”

back to him or her very soon. Will it be OK for you to move back to the present

20-30 minutes

and see how you perceive yourself and your life at this point? Is there
something you need to move to the next scene?
Introduction to the second scene: Let us take a minute to find a scene/picture
that shows/expresses very accurately how you feel or perceive yourself/your life
in the present. It can be something that happened recently or you can invent a
scene that represents your feelings.

continued
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Session Structure and Guidelines (continued)
Suggested

Guidelines and possible script

timetable
Vignette: Client tells what the scene looks like. You try to create a scene, asking,
“Where are we?” “What time is it?” “What are you doing?” “What are you telling
yourself?” “Let us hear it as it is happening now,” etc. Let your client enact his or
her and other’s roles using role reversal and the double. Play back the scene.
Reflection: Are there any thoughts/feelings/impressions you want to share?

Fourth scene:

Transition between scenes: We have visited your future self and your perceived/felt

“Possible

self. Please take a chair (or any other object in the room) to represent yourself in the

movement”

future and place it somewhere in the room. Please take another chair or object to

20-30 minutes

represent yourself in the present and place it somewhere in the room. Now please
contemplate both (you can sit/stand/move between them). Take your time. Any
thoughts/ feelings/impressions? Is there something you wish to do?
Vignette: Enactment of what the client wishes to do now with the gap between
perceived and future selves. (Examples: change the future self, change the
perception of perceived self, take a step toward the future self, create a dialog
between present and future-self, looking at obstacles between perceived and future
selves). Therapist can suggest ideas, as the director of the psychodrama; however,
the choice of what to do is meaningful and must be chosen by the clients.

Closure

Reflection: Are there any thoughts/feelings/impressions you want to share? Are

10-15 minutes

there any insights?
Encouragement: Acknowledge the client for his or her willingness and courage to
step out from the unusual. Point to resources and strengths.
Sharing: Share with your client your impressions and experiences, something you
have learned from the experience. Schedule the next session.
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